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The Medicare Program 


Analysis of 100 cases of essential hypertension 


New (5th) Edition—Noyes and Kolb’s 
MODERN CLINICAL PSYCHIATRY 


psychological factors may delay the patient’s recovery from 
physical illness or defeat the physician’s therapeutic efforts. 
All the recent advances in the field of clinical psychiatry 


Here is the New (5th) Edition of one of the most popular 
books on psychiatry ever published. Clear and concise in 
its presentation, this volume tells you how to recognize, treat 
and manage both major and minor psychiatric disorders. It 
presents a complete discussion of the causes—nature—clinical 
symptoms—and treatment of various neuroses, psychoses and 
personality disorders. 


The examination of the patient is explained in detail: how 
to take the history, how to test, how to gather and interpret 
diagnostic data. Every approved method of therapy is des- 
cribed. Anatomic, physiologic and psychologic factors bearing 
on mental illness are clarified. Detailed case histories illus- 
trate the important points brought out in the text. 


This new edition stresses the influence of emotional factors 
on physical symptoms and even on physical disease. The 
authors explain how the patient’s efforts to adjust to personal 
or environmental problems may underlie many bodily disease 
processes—how disorders may be produced and heightened 
by emotional tensions and attitudes. It is pointed out how 
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ontents 


are incorporated into this comprehensive survey. One of the 
most important features is a new chapter on Pharmacotherapy 
in Psychiatry. The place in treatment of the tranquilizers 
and other new drug agents is carefully evaluated. Indica- 
tions for their use and methods of administration are 
explained. This chapter is based on the author’s experiences 
with these drugs in large numbers of patients. Another val- 
uable new chapter has been added on Psychiatry and the 
Law, accompanied by fascinating accounts of actual cases. 


Throughout the discussions you'll find hints and helps in 
developing therapeutic benefits from a close patient-doctor 
relationship. The sections on alcoholism, senile psychoses and 


childhood psychoses will prove particularly valuable. 


By ARTHUR P. NOYES, M.D., Superintendent, Norristown State Hospital, 
Norristown, Pennsylvania; and LAWRENCE C. KOLB, M.D., Professor and 
Executive Officer, Department of Psychiatry, College of Physicians and 

eons, Columbia University; Director, New York State Psychiatric Institute. 
694 pages, 64%4”x944”, $8.00. New (5th) Edition! 


na 
| 
if 


inflammation 


ARTHRITIS 


salicylate benefits with minimal salicylate drawbacks 


Rapid and prolonged relief—with less intolerance. 


The analgesic and specific anti-inflammatory action of BuFFERIN helps reduce 
pain and joint edema—comfortably. BUFFERIN caused no gastric distress in 70 per 
cent of hospitalized arthritics with proved intolerance to aspirin. (Arthritics are at 
least 3 to 10 times as intolerant to straight aspirin as the general population.') 

No sodium accumulation. Because BUFFERIN is sodium free, massive dosage for pro- 
longed periods will not cause sodium accumulation or edema, even in cardiovascu- 
lar cases. 


Each sodium-free BUFFERIN tablet contains acetylsalicylic acid, 5 grains, and the antacids mag- 
nesium carbonate and aluminum glycinate. 


Reference: 1. J.A.M.A. 158:386 (June 4) 1955. 


ANOTHER FINE PRODUCT OF BRISTOL-MYERS 


Bristol-Myers Company, 19 West 50 Street, New York 20, N. Y. 
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protection against angina pectoris 


in every walk of life 


the accepted basic therapy in the eo At of coronary disease 
* reduces the frequency and se’ rity Oaks 

* increases exercise tolerance 

¢ lowers nitroglycerin dependence 

* improves abnormal EKG findings 


to relieve the acute attack 


sublingual 


Peritrate with Nitroglycerin 


replaces ordinary nitroglycerin in the patient taking Peritrate 
(not meant to replace Peritrate) 


© provides immediate relief of pain 


* automatically supplies an increased level of Peritrate for 
additional protection during the stress period 
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INFORMATION FOR CONTRIBUTORS 


THE JOURNAL OF THE AMERICAN OSTEOPATHIC ASSOCIA- 
TION is the official scientific publication of the American 
Osteopathic Association. Articles are accepted with the 
understanding that they have not been published or ac- 
cepted for publication elsewhere. 


MANUSCRIPTS 


1. Manuscripts should be typed in triplicate, the original 
and carbon sent to THE JoURNAL, and one carbon kept 
by the author. All copy, including quotations, footnotes, 
tables, references, and legends for figures, should be 
double-spaced, with ample margins. 

2. References are required for all material derived from 
the work of others, whether or not authors’ names are 
mentioned. Reference numbers should be assigned in 
order of reference in the article. Each reference must in- 
clude the name of the author and the full title of the 
article or book. For periodicals, the name, volume num- 
her, complete date, and inclusive paging of the article are 
required. For books, the edition, the name and location 
of the publisher, and the year of publication are required. 
Exact page numbers must be given for all direct 
quotations. 

3. The author’s degrees and teaching affiliations should 
be given. 

4. The article should end with a comprehensive summary. 


ILLUSTRATIONS 


1. Photographs should be unmounted, untrimmed, glossy 
prints. 

2. Figures, charts, tables which are to be engraved, and 
lettering on prints should be in black (India) ink on good 
quality white paper. Lettering must be large enough to 
be read when reduced. 

3. Original roentgenograms or slides can be used for 
reproduction, but direct-contact glossy prints from orig- 
inals are preferable. 

4. All illustrations must be numbered and the top indi- 
cated. If original roentgenograms or slides are submitted, 
the front must also be indicated. 

5. Good illustrations enhance the value of articles, and 
contributors are encouraged to submit illustrative mate- 
rial with manuscripts. 

6. When illustrations which have appeared elsewhere 
are submitted, full information should be given about 
previous publication, whether or not permission has been 
obtained, and credit to be given. 


COPIES OF THE JOURNAL 


1. Three copies of THE JoURNAL containing his article 
will be sent to the author on request. 


REPRINTS 


1. A price list with information for ordering reprints 
is sent with galley proofs. 


FOR ADDITIONAL INFORMATION, 
PLEASE WRITE TO THE EDITOR 
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essential ally of the doctor 
in relieving anxiety, tension 


Trilaf 


™, an agent of choice in treating tension a 


perphenazine 


e effective without somnolence 


TRILAFON Tablets—2 mg. and 4 mg.; bottles of 50 and 500. 


TRILAFON REPETABS,® 4 mg. for prompt effect 
in the outer layer and 4 mg. for prolonged action in the 
timed-action inner core; bottles of 30 and 100. 


For complete details on TRILAFON consult Schering literature. 


(1) Marangoni, B. A.: Am. Pract. & Digest Treat. 8:1959, 1957. 


SCHERING CORPORATION + BLOOMFIELD, NEW JERSEY 


TR-J-2698 


: 
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e allows the patient to continue his normal activities 


New Carnation Instant “self-enriched” 


25% MORE PROTEIN, RICHER FLAVOR 
THAN ORDINARY NONFAT MILKI 


Carnation Instant is a new crystal form of nonfat milk 
—and brings important Self-Enriched flavor and Self- 
Enriched nutritional advantages to low fat diets. Deli- 
cious for drinking, Carnation Instant enriches itself 
merely by the addition of one extra tablespoon of crys- 
tals per glass or 14 cup extra crystals per quart. 


Result: “Difficult” patients stay on low fat diets. They 
respond to a richer and more palatable flavor, receive 
25% more protein with each glassful — actually 41.3 
grams of essential protein per quart. 


CONVENIENT. And Carnation Instant is convenient, 
too—mixes instantly and completely even in ice-cold 
water—with a slight twirl. Ready to drink, immedi- 
ately, in the office, at home or away from home. It’s 
always cupboard-handy. 


Journar A.O.A. 
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Controls Stress 


Relieves Distress in smooth muscle spasm 


new 


Pro-Banthine win Dartal 


—for positive relief of cholinergic spasm. 


Excellent 
Stabilization of 
Emotion 


Vor. 58, Ocr. 1958 


—a new and well tolerated agent for normalizing emotions, 


 PRO-BANTHINE WITH DARTAL offers you a 
new, specific and reliable control of visceral motor 
disorders, especially when these disorders are in- 
duced or aggravated by psychic tensions or anxiety. 


Pro-Banthine has won wide clinical 
acceptance as a most effective drug for 
controlling gastrointestinal hypermotility 
and hypersecretion. 


Dartal, a new phenothiazine congener, 
offers unexcelled safety, flexibility and effec- 
tiveness in stabilizing emotional agitation. 


The combination of each drug in fully effective 
doses in Pro-Banthine with Dartal gives a new 
means of approach to the medical management of 
functional gastrointestinal disorders mediated by 
the parasympathetic nervous system. 


Specific Clinical Applications: Functional gastro- 
intestinal disturbances, gastritis, pylorospasm, pep- 
tic ulcer, spastic colon (irritable bowel), biliary 
dyskinesia. 


Dosage: One tablet three times a day. 


Availability: Aqua-colored tablets containing 15 
mg. of Pro-Banthine (brand of propantheline bro- 
mide) and 5 mg. of Dartal (brand of thiopropazate 
dihydrochloride). 


G. p. SEARLE & co., Chicago 80, Illinois. 
Research in the Service of Medicine. 


SEARLE 
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Cantaisin® GRAND OF SULFISOXAZOLE 


Supplied: Red tablets containing 0.5 Gm Gantrisin,® 


(brand of sulfisoxazole), plus 50 mg phenylazo-diamino- 


pyridine HCl, in bottles of 100 and 500. 


BOOMERANG? 
—NO! 


When your patient calls again 
—it will be to say “thanks” 


because 
symptoms do not recur — 


complications do not supervene 


ANALGESIC ANTIBACTERIAL 


ROCHE LABORATORIES 


Nutley 10, N.J. 


Division of Hoffmann-La Roche Inc 


AZO GANTRISIN 


Especially for urinary tract infections 


Journat A.O.A. 
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in vaginitis 


TRICOFURON 


destroys all 3 principal pathogens 


Whether vaginitis is caused by Trichomonas, Monilia or Hemophilus 
vaginalis—alone or combined—TRICOFURON IMPROVED swiftly relieves 
symptoms and malodor, and achieves a truly high percentage of cul- 
tural cures, frequently in 1 menstrual cycle. TRICOFURON IMPROVED 
provides: a new specific moniliacide MICOFUR® brand of nifuroxime, 

the established specific trichomonacide FUROXONE® brand of furazolidone 

and the combined actions of both against Hemophilus vaginalis. 


1. Office insufflation once weekly of the Powder (MICOFUR [anti-5-nitro- 
2-furaldoxime] 0.5% and FUROXONE 0.1% in an acidic water-soluble 
powder base). 2. Continued home use twice daily, with the Supposito- 
ries (MICOFUR 0.375% and FUROXONE 0.25% in a water-miscible base). 


NITROFURANS -a new class of antimicrobials—neither antibiotics nor sulfonamides. aul I. 
‘° 
EATON LABORATORIES, NORWICH, NEW YORK 


Vor. 58, Ocr. 1958 
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The 
“Gilded Gage” 


...For those that need mild, temporary 
stimulation, particularly appreciated by : 


e Heavy smokers 

e Elderly patients 

e Those subject to dull routine 
or heavy work loads... 


... ALERTRINS temporarily stimulates 
the flow of fresh oxygenated blood in the 
peripheral vascular system! 
It provides nutritional 
factors to correct defi- 
ciencies found in many 
ordinary dietaries .. . 
and to meet certain 
increased nutritional 
demands which may 
be caused by age, severe stress, including 
prolonged nervous tension—excessive 
smoking and the use of salicylates. 

It is pleasant in taste — dissolves in the 
mouth for buccal absorption. 

The daily ration costs only about as much 
as one half a package of cigarettes per day. 

ALERTRINS helps “lift the mood”, by 
producing a new, warm, stimulating glow. 
Try safe, natural ALERTRINS yourself, 
Doctor... you will see what we mean. 


Order from your Dartell Service Distribu- 
tor TODAY! 


Alertrins 
Wafers” 


Bottles of 90 
List Price. . . . . $3.50 
Bottles of 250 
List Price. . . . . $7.50 


Dispensing Bottles 
of 1000... . $25.00 
*DPS Formula 12, ALERTRINS. Each wafer contains ALERTRINS COM- 
PLEX, an exclusive formulation composed of extracts and concen- 
trates of malt, yeast, rice polishings and cola nut, glutamic acid, a 
natural origin saccharide complex (grape sugar, honey providing lev- 
ulose and glucose, beta-lactose and molasses); Niacin; Vitamin B-1; 


Vitamin C; Glutamic Acid (an amino acid); and Hesperidin Complex, 
a natural Citrus Bioflavonoid 


DARTELL Laboratories 


LOS ANGELES 15, CALIFORNIA 
Offices in Principal Cities 
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ALL DAY. AGL NIGHT RELIEF” 
WITH A 
SINGLE ORAL DOSE 


WITHOUT the drowsiness, dizziness or, G-} 
disturbances typical of antihistamine therapy 


Keeps heads clear 10-12 hours 


CONVENIENT DOSE FORMS 
BOTH DURABONDED* 


Each tabule contains: 


Suspension—each § cc. contains: 


sually 1 or 2 tabules each. 12 hours. 
(PEDIATRIC): 


rs and older, 1 to 2 teaspoontuis 
each 12 hours; under six years, according to age. 
Dosage may be increased or decreased as required. 


Rynatan Tabules: Bottles of 30 and $00, 
Rynatan Suspension: Bottles of 70 cc and 
one pint, 


*Durabond Process—Neisler Exclusive, Patent Pending 
Write for Literature and Samples 


WITH REMARKABLE LACK O | 
F SIDE EFFECTS 
i 
‘Stops the cycle of post-nasal drip 
£ Provides controlled, even absorption 


in iron deficiency anemia 


the direct approach 
... specific therapy 
Fer-In-Sol 


ferrous sulfate, Mead Johnson 


iron in a drop for infants and children 


Histories of pallor, irritability, 
anorexia and inactivity in your 
pediatric patients may be 
symptomatic of iron deficiency 
anemia. In infancy and child- 
hood the most common anemia 
is that due to iron deficiency; 
peak incidence is seen in ages 
from 6 to 24 months. For pre- 
vention and treatment of iron 
deficiency anemia, iron alone is 
indicated.* 


Specify Fer-In-Sol—well toler- 
ated, efficiently utilized ferrous 
sulfate in an acidulous vehicle 
for better absorption. Its pleas- 
ant citrus flavor makes it read- 
ily acceptable to young chil- 
dren, and its dropper dosage 
form makes it easy to give. 


The Fer-In-Sol Dosage Card (lit. 267) 
has been developed for your conven- 
ience. Your Mead Joh repr t 
tive will gladly supply this; or you may 
write to us, Evansville 21, Indiana. 


*Smith, N. J., and Rosello, S.: J. Clin. 
Nutrition 1:275,280 (May-June) 1953. 


\ Mead Johnson 


Symbol of service in medicine 
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*TRADE-MARK 
CME-7325 


sustained release 
capsules 


Meprospan 


q.12 h. 


1. Meprobamate is more widely prescribed than any 
other t d d h 


ilizer. Source: | sea 
organization; name on request. 
2. Baird, H. W., Il: A comparison of Meprospan 
(sustained action mep te capsule) with other 
tranquilizing and relaxing agents in children. 
Submitted for publicati 1958. 


Literature and samples on request 


Vox. 58, Oct. 1958 


meprobamate Miltown®) capsules 


Two capsules on arising last all day 


Two capsules at bedtime last all night 
relieve nervous tension on a sustained 
basis, without between-dose interruption 


“The administration of meprobamate in 


sustained action form [Meprospan] produced 
a more uniform and sustained action... 

these capsules offer effectiveness at 

reduced dosage.’ 

Dosage: 2 Meprospan capsules q. 12 h. 

Supplied: 200 mg. capsules, bottles of 30. 


“WALLACE LABORATORIES, New Brunswick, N. J. 


who discovered and introduced Miltown® 
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PRE-MICRONIZATION assures particle size for maximum effectiveness 


M d . h | EPI ® For quick relief of bronchospasm of any 

e i a er ~— erigin. More rapid than injected epinephrine 
in acute allergic attacks. 

Epinephrine bitartrate, 7.0 mg. per cc., suspended 


in inert, nontoxic aerosol vehicle. Contains no alco- 
hol. Each measured dose 0.15 mg. free epinephrine. 


M d ° h | { SO ® Unsurpassed for rapid relief of symptoms of 
e I a er- asthma and emphysema. 


Isoproterenol sulfate, 2.0 mg. per cc., suspended in 
inert, nontoxic aerosol vehicle. Contains no alcohol. 
Each measured dose 0.06 mg. free isoproterenol. 


MEDIHALER’ Air Right Now! 


Millions of asthmatic attacks have been aborted faster, more 
effectively, more economically with Medihaler-Epi and Medi- 
haler-Iso. Automatically measured dosage and true nebuliza- 
tion...nothing to pour or measure...One inhalation usually 
gives prompt relief. 
Prescribe Medihaler medication with Oral Adapter as first 
prescription. Refills available without Oral Adapter. 


The Medihaler Principle of automatically measured-dose aerosol medications in spillproof, leakproof, 
shatterproof, vest-pocket size dispensers also available in Medihaler-Phen® 
(phenylephrine, hydrocortisone, phenylpropanolamine, neomycin) for prompt, 
tasting relief of nasal congestion. 


NORTHRIDGE, 
CALIFORNIA 


JournaL A.O.A. 


NOTHING IS FASTER» 
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New vitamin-mineral supplement 


in delicious chocolate-like nuggets 


Vor. 58, Ocr. 1958 


whenever 
he 
Starts 


Vitamin A. 5,000 Units* 
Vitamin D.. 1,000 Units* 
75 
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There’s nothing easier to give is me 
or take- me 
than Delectavites. 
A real treat... 
the children’s favorite... Potassium. 
tops with adults, too. 
WHITE LABORATORIES, INC., Sones of 
KENILWORTH, N. J. 
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Essential Aid to the 
Busy Practitioner ! 


EQUIPMENT 


NO. 1003 ® 
SUCTION and 
PRESSURE UNIT 


@ Suction, 0” to 25” 
@ Pressure, 0 to 30 Ibs. 
@ Aspirating 
@ Spraying 
@ Nebulizing 


All these treatment facilities are yours with this 
one compact, dependable Gomco unit. Precision 


| gauges and regulator valves insure accurate con- STANDARD EQUIPMENT INCLUDES: 
trol. Easily-cleaned cabinet is available in hand- 
i : omco Safety Overflow Valve—If suction bottle acci- 
some Gomco Lumitone® or baked enamel finish. dently becomes flooded, liquid in line automatically 
Corrosion-resistant fittings are chrome-plated. actuates a valve which closes to protect pump from 

Cabinet provides ample space for all accessories. damage. 
Motor and pump are rubber-mounted for quiet, ACCESSORIES—Silk-covered spray tube with connec- 


tion for spray bottles, suction tubing and five 2-oz. 


vibration-free operation. 
salt-mouth bottles. 


Phone your dealer for a demonstration of the 
Gomco No. 1003 Suction and Pressure Unit. 


GOMCO SURGICAL MANUFACTURING CORP. 


830-M E. Ferry St., Buffalo 11, N.Y. 
Distributed Outside the U.S. A. and Canada by: INTERNATIONAL GENERAL ELECTRIC COMPANY 
150 East 42nd Street, New York 17, N.Y. 
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AURALGAN 


MEDIA 
BROAD-SPECTRUM 
THERAPY WITHOUT 


how 3-way action 
helps you control 


asthma symptoms 


Comprehensive symptomatic control of bronchial 
asthma requires three therapeutic actions—broncho- 
dilatation, vasoconstriction and mild sedation. 


Here’s how each of Tedral’s three ingredients acts 
specifically on a major symptom— 


- bronchial constriction relieved by theophylline iy 
(130 mg.) | 


_2. mucous congestion reduced by ephedrine 
hydrochloride (24 mg.) 


. apprehension allayed by phenobarbital (8 mg.) 


No single drug can equal Tedral in providing continu- 
ous protection against bronchial asthma symptoms. 


dosage: J or 2 tablets, every 4 hours. Tedral Enteric Coated, admin- 
istered together with Tedral (plain) at bedtime, protects 
your patient all night. 


Tedral 


the dependable antiasthmatic 


16 JourNnaL A.O.A., 
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Butazolidin’ 


(phenylbutazone Geigy) 


in a broad spectrum of 
inflammatory indications 


arthritic - phlebitic - rheumatic 
clinically verified by over 1,000 


published reports* ... 
150,000,000 patient days... 


ing spondylitis or miscellaneous musculoskeletal disorders, the over-all picture was gratifying. Over 80% of 

Ardsley, 0. ¥ the patients responded favorably. In the more acute cases, results were frequently outstanding. Pain relief 
ip 5 ae was generally accompanied by reduction in joint swelling and increase in mobility. Only 3 patients 

developed serious reactions. 

Robins and others? have reported that Butazolidin was particularly effective in the treatment of rheumatoid 

spondylitis and gouty arthritis. Response was also favorable in rheumatoid arthritis, osteoarthritis, the 

painful shoulder syndrome and miscellaneous other musculoskeletal conditions of an inflammatory nature. 

Stein? has reported that therapy with Butazolidin provides uniform and striking improvement in acute 

superficial thrombophlebitis, due to varicose veins, malignancies, chemical and diagnostic irritants and 

other causes. In his series of 132 patients, 126 (95.5%) responded favorably. 

1. McMahon, M. F.: Rheumatism 13:17, 1957. 


2. Robins, H. M.; Lockie, L. M.; Norcross, B.; Latona, $., and Riordan, D. J.: Am. Pract. & Digest Treat. 8:1758, 1957. 
* Complete bibliography furnished on request. 3. Stein, |. D.: Circulation 12:833, 1955. 


BUTAZOLIDIN ® Ibuta: Geigy): Red coated tablets of 100 BUTAZOLIDIN® Alka: Capsules BUTAZOLIDIN (pheny!- 
97558 butazone Geigy) ide 100 mg.; 150 mg.; homatropine 1.25 mg. 


G el gy In a typical study of 1,776 patients! treated with Butazolidin for rheumatoid arthritis, ostecorthritis, ankyles- 
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multiple benefits for your obese 
patients...when you 


original silhouette hand cut by Mochi 
(brand of phenmetrazine hydrochloride) 


for weight reduction 


~ PRELUDIN—not an amphetamine, but an oxazine 
LUDIN does not overstimulate. ‘...in clinical 
usness, hyperexcitability, euphoria, insom are m 


| 
 PRELUDIN—provides gratifying weight loss 
‘ “The total amount of weight lost by each patient and the average weekly — a. 
| weight loss were five times as great with [PRE LUDIN|as with the placebc "3 a 
| of depression, weakness id fatigue are generally a 
‘ited witha restricted caloric regimen, by contrast, patents 
N.Y. 165:135 (Sept. 14) 1957. (4) Natenshon, A. L.: Am. Pract. & Digest Treat. 7:1456, 1956. 
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less restricted* 
night-time sedation 


in elderly patients, for 
J n sta n Ce, nonbarbiturate Doriden provides 


4 to 8 hours of sleep without the pre-excitation and later 
“hangover” often encountered with barbiturates. Doriden 
is extremely safe. It is especially useful in the many older 
patients who cannot tolerate barbiturates or who, because 
of continued use, require such high dosages that respira- 
tion may be depressed. 


*unlike barbiturates, Doriden is usually not contraindicated 
where renal and hepatic disorders are present. 

*unlike many barbiturates, Doriden rarely causes pre-excitation; 
onset is smooth, rapid. 

*unlike barbiturates traditionally used for sedation, Doriden 
is metabolized quickly, thus rarely produces “hangover” 
and “fog.” 

SUPPLIED: Tablets, 0.5 Gm., 0.25 Gm. and 0.125 Gm. 


J ® 
Doriden CIBA 


(glutethimide CIBA) SUMMIT, N. J. 
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THE FEMALE gg 


bacterial 
urethritis 


The female urethra, surrounded 

by a tortuous network of periurethral 
glands, is highly susceptible to 
localized infection ...a frequent 


source of pelvic distress. 


FURACIN® 


BRAND OF NITROFURAZONE 


urethral 
suppositories 


are antibacterial ... anesthetic... 
gently dilating ... provide rapid 


control of both pain and infection.* 


Each Suppository contains Furacin 0.2% and 


diperodon*HCl 2%, in a water-dispersible base. 


Hermetically sealed in silver foil, box of 12. 
1. Wharton, L. R. in Campbell, M.: Urology, 
Philadelphia and London, W. B. Saunders 
Company, 1954, vol. 2, p. 1390 et seq. 

2. Barrett, M. E.: J. M. Ass. Alabama 
26:144, 1956. 3. Youngblood, V. H.: 

J. Urol., Balt.,70:926, 1953. 


> URETHRA 


postmenopausal 
urethritis 


After the menopause, estrogen 
deficiency leads to atrophy of the 
urethral mucosa with increased sus- 
ceptibility to infection ... a frequent 


source of pelvic distress. * 


FURESTROL" 
suppositories 


are estrogenic as well as anti- 
bacterial, anesthetic, and gently 
dilating .. . provide “progressive 
histologic normalization” as well 


as prompt symptomatic relief. 


Each Suppository contains Furacin 0.2%, 
diperodon*HCl 2%, and diethylstilbestrol 
0.0077% (0.1 mg.), in a water-dispersible base. 
Hermetically sealed in orchid foil, box of 12. 
4. Youngblood, V. H.; Tomlin, E. M.; 
Williams, J. O. and Kimmelstiel, P.: Tr. South- 
east. Sect. Am. Urol. Ass. (to be published). 

5. Youngblood, V. H.; Tomlin, E. M.; and 
Davis, J. B.: J. Urol., Balt., 78:150, 1957. 


[ | NITROFURANS — a unique class of antimicrobials — products of Eaton research. 
- i) EATON LABORATORIES, NORWICH, NEW YORK 


Journat A.O.A. 
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dual control in a single tablet 


when asthma 
is complicated 


by “hay fever” 


You can relieve the symptoms of both asthma and pollinosis 
simultaneously with new TEDRAL ANTI-H. 


Tedral anti-H combines Tedral, the accepted antiasthmatic, with 
antihistaminic chlorpheniramine to 


e relieve constriction, reduce congestion and allay 
apprehension in asthma, and 

e alleviate the distressing symptoms of “‘hay fever’’ 
and nonseasonal upper respiratory allergies. 


dosage: 1 or 2 tablets every 4 hours 


New 
Tedral anti-H — 


antiasthmatic / antihistaminic x 
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THE JOURNAL 


or tas 


American Medical Association 


J.A.M.A. 167 :433, 1958 


STUDY OF 
levo-1-phenyl-2-aminopropane alginate 
LEVONOR, NEW ANORECTIC 


RESULTS WITH LEVONOR 


in a series of overweight patients (abstracted from 
a report in J.A.M.A. 167 :433, 1958) -LEVONOR was 
given to 80 patients as 5 mg. tablets, three times 
a day, one-half hour before meals. Many cases 
received an added dose at 8 or 9 p.m. to curb 
“television” or “before bedtime” snacks. There 
were no signs of restlessness from this late-dosage 
schedule. Many patients had previously been on 
stimulant type drugs with diet and had limited 
success. They were enthusiastic about control of 
appetite and relative lack of side effects (with 
LEVONOR). Patients were seen on an average of 
every two weeks. The average weekly weight-loss 
for patients taking LEVONOR was 2.0 pounds. There 
was a remarkable absence of any serious side 
effects. Since the studies revealed no effects on 
blood sugar levels, nor on central vasomotor re- 
flexes, the new agent was used in diabetes mellitus, 
hypertension and obstetrics. 


IN OBESITY 
1 a distinctly different appetite suppressant with 
virtually no analepsis.’** 
even for “night eaters”—8 p.m. or later dosage 
cuts appetite without keeping patients awake** 
3 and for weight reduction in hypertension (espe- 


cially when controlled with rauwolfia),* diabetes* 
and pregnancy” 


eee @ highly effective adjunct to the re. 
ducing regimen ... unaccompanied by cys 
overstimulation and other side effects 
associated with stimulant type drugs, 
Feldman, H. S.: in press, 1958 


--- An average weekly weight loss of 2,8 
pounds produced by an average daily dose 
of 3 or 4 tablets. No increase in bloog 
pressure or pulse rate was noted. 


Frohman, I. P.: in press, 1958 


-.+ Forty-one overweight patients on LEvonor, 
ranging in age from 28 to 68 years, undergo. 
ing antihypertensive therapy that included 
rauwolfia derivatives, experienced excel. 
lent weight loss at the same time that their 
hypertension was controlled. This despite 
the well-known tendency of rauwolfia ther- 
apy to cause weight gain. Marked lack of 
CNS stimulation was observed. 

Feldman, H. S., and Gadek, R. J.: in press, 1958 


FROM THE 
SCIENTIFIC EXHIBIT 


(A.M.A. Clinical Meeting, Dec. 3-6, 1957, Phila.) 


... with some patients losing as much as 6 pounds 
a week, LEVONOR, in a series of 80 patients, 
achieved an average loss of 2-2% pounds per 
week by patients on a daily dosage of 1 tablet at 


11:00 a.m., 1 at 4:00 p.m., and 1 at 8:00 p.m. 


... effectively combated nighttime eating 
syndrome without disturbing sleep... 


... produced none of the side effects usually associated 
with appetite suppressants. 


THREE TYPICAL CASE HISTORIES * 


Case 1:—A 15-year-old girl, overfed during an appen- 
dectomy convalescence, then overate and underexercised, 
gained 42 lbs., and weighed 165 lbs. After previous re- 
ducing attempts failed, dietary re-education and therapy 
with LEVONOR lost her 24.5 Ibs. in 11 weeks, with im- 
provement continuing. 


Case 2:—A 48-year-old male’s frequent business meals 
and physical inactivity caused him to gain 28 lbs. in 
12 years. With LEVONOR, he was able to follow his regi- 
men and—as advised — not to mention it at meals and 
thus elicit no comment. In 10 weeks he lost 24 Ibs. and 
has maintained the pattern. 


Case 3:—A 44-year-old male found his “timed-release” 
appetite suppressant unusable for control of nighttime 
craving. 1 LEVONOR tablet daily at 7 p.m. allayed evening 
hunger and permitted restriction of caloric intake with- 


out emotional disturbance or sleeplessness. 
*J.A.M.A. 167:488, 1958 


Journac A.O.A. 
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WEIGHT LOSS WITHOUT SLEEP LOSS” 


2-2'/, lbs. 
loss per week 


Administration and dosage — Average dose: 5 to 10 mg. twice 
or three times daily, as indicated. Under proper supervision, 
LEVONOR can be given to obstetrical and pediatric patients as 
well as those with moderate cardiovascular disease, hyper- 
tension or diabetes. LEVONOR should not be given to patients 
with severe hypertension, thyrotoxicosis or acute coronary 
disease. Many physicians prefer their patients to take 
1 tablet at 11 a.m., 1 tablet at 4 p.m. and 1 tablet at 8 p.m. 


6,600" 


clinical cases 


Packaging— Bottles of 100 tablets. Each tablet contains 5 mg. 
of levo amphetamine alginate (levo-1-phenyl-2-aminopropane 
alginate, Nordson) 


Bibliography: 1. Gadek, R. J.; et al.: J.A.M.A. 167:488, 1958, 2. Feldman, 
H. S.: In press, 1958. 3. Gosselin, R. A. (Office Practice Study: 902 physi- 
cians): to be published. 4. Fel H. S., and Gadek, R. J.: In Press, 1958. 
5. Gadek, R. J.; Feldman, H.S.: Lucariello, R.J.: Scientific Exhibit, A.M.A. 
Meeting, December, 1957. 6. Frohman, I. P.: In press, 1958. 7. Pomeranze, 
J.: Personal Communication, 1958. 8. Berkowitz, D.: Personal Communica- 
tion, 1958. 


@RAND OF LEVO ( 


ALGINATE, NOROSON) PAT. PENDING 


a Nordson Pharmaceutical Laboratories, Inc. - Irvington, New Jersey 


(formerly Nordmark) 
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and I want her to have the new VM No, 
She needs its tonic effect, 
and she can certainly use the appetite-stimulation, too.” 


“You know, doctor, our geriatric and convalescent patients have been 
picking up much more quickly with that Vita Vyne Evixim.. .” 


INTRODUCING VM NO. 35 + (Vita Vyne Elixir) a metabolic supplement of iron, B-complex vita- 
mins, iodine and the lipotropes choline and inositol. In a palatable California wine base to stimulate appe- 
tite, gastric enzyme secretion and normal HC] production. e Sixteen ounce bottle, $5.00 


GLENDALE! 


WMI TAMAIN EL INC. 


CALIFORNIA 


Journav A.O.A. 
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“a bacteriostatic bath’””’ 
for the oropharyngeal mucosa 


Orabiotic Chewing Troches provide a unique and 
valuable means of symptomatic relief and specific 
treatment in superficial bacterial infections of the 
mouth and throat. 

Chewing OraBioric spreads antibiotic-laden saliva 
soothes over the entire oropharyngeal area and into the deeper 
mucosal recesses. Beneficial exercise of local muscles 
is provided by intermittent chewing and swallowing. 
The outstanding anti-infective efficacy of Ora- 
sore throats Biotic has been demonstrated in 283 “‘post T&A” 
patients. The incidence of secondary hemorrhage— 

a sequel of local infection—was less than 1%.” 


Hl alps OraBI0TIC contains neomycin and gramicidin for 


wide-spectrum bactericidal and bacteriostatic action 

against those gram-positive and gram-negative bac- 

teria responsible for the majority of superficial 

oropharyngeal infections. Propesin, an effective 

control topical analgesic agent, superior to benzocaine, does 
not interfere with taste sensation. 

Orasioric is virtually nonirritating and nonsensi- 

tizing. These delicious cherry-flavored chewing gum 


P oropharyngeal troches are enjoyed by patients of all ages. 


Each delicious chewing gum troche contains: 


Neomycin (from sulfate) 3.5 mg. 
Gramicidin 0.25 mg. 


infecti ons “ae p-aminobenzoate) 2.0 mg. 


DOSAGE: One troche q.i.d. chewed for 10-15 minutes. 
AVAILABILITY: Packages of 10 and 20. 


1. Granberry, C., and Beatrous, W.P.: E.E.N.T. Mo. 36:294 (May) 1957. 
2. Rittenhouse, E.A.: E.E.N.T. Mo. 36:406 Wuly) 1957. 
3. Fox, S.L.: Clin. Med. 4:699 (une) 1957. 


WHITE LABORATORIES, INC., Kenilworth, New Jersey 


Analgesic/Antibiotic CHEWING GUM TROCHES 
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A notable advance in topical 
therapy of psoriasis: Keratin- 
dispersing action;' stimulation of 
healing. 


Successful results ranging to 
complete clearing obtained*” 
in patients with: m scalp-to-toe pso- 
riasis = psoriasis of many years’ 
duration # psoriasis involving ten- 
der areas. 


Treatment-fastness has not 
occurred 


Safety: Avoids potential hazards of 
other therapies—mercury, arsenic, 
corticosteroids, x-rays. 


A noteworthy advance cosmet- 
ically: Nongreasy, nonstaining; 


LOTION 


vanishes on application to the skin. 
May be used freely on the scalp. 


Application: Rub thoroughly 
into lesions 2 to 4 times daily. In 
cases of long duration, initial re- 
sponse may take several weeks. 
Often, in obstinate cases, hot baths 
before applications hasten response. 
Maintenance: Apply 2 or 3 times 
weekly, or daily if necessary. 


Formula: Allantoin 2% and special coal 
tar extract 5% in a lotion base. 


Supplied: Bottles of 8 fl. oz. 


(1) Flesch, P.: Reported Conf. N. Y¥. Academy 
Sciences May 9, 1958 (In Press). (2) Bleiberg, J., 

and Saltzman, J. Clin. Med. 5:485 (Apr.) 
1958. (3) Bleiberg, J.: Reported Conf. N. Y. Academy 
Sciences May 9, 1958 (In Press). (4) Clyman, 8. G.: 

Reported Conf. N. cademy Sciences May 9, 
1958 (In Press). (5) Samitz, M. H.: Reported Conf. 
N. Y. Academy Sciences May 9, 1958 (In Press). 


u@s reeD & CARNRICK | Jersey City 6,N.J. 
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new freedom 
-anddistressof 
psoriasis. 
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everything WAS Look out for the “little strokes” from capillary fragility: dis- 


turbances of vision are typical episodes. To support capillary 


resistance and repair, Hesper-C combines hesperidin complex 

and ascorbic acid—capillary -protective factors acting synergis- 

tically to minimize the risk of additional cerebral damage.* 
H esper-C mz canary. 

p PROTECTIVE FACTORS 


a vital measure of protection against the ‘little strokes’ 


*Gale, E. T., and Thewlis, M. W.: Geriatrics 8:80, 1953. 


H-1732/58 


Products of Original Research THE NATIONAL DRUG COMPANY Philadelphia 44, Pa. 
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The new six-unit 
PRESCRIPTION PACKAGE of 
Clysmathane (Fleet) is more 
convenient to prescribe 
while assuring an adequate 
supply for patients. Dispos- 
able, single dose squeeze 
bottle is especially designed 
for self-administration... 
ready to use with prelubri- 
cated rectal tube. The 
manufacturer’s labels are 
readily removable, 


Intravenous blood levels 
with rectal administration 


ATHANE 


(Fleet) 


Disposable Rectal Unit 


An advanced method of 
theophylline therapy 


For the alleviation of symptoms in bron- 
chial asthma and the acute episodes of heart 
failure, Clysmathane (Fleet) supplies speedy 
and therapeutically adequate blood levels” 
of theophylline. Side effects, often asso- 
ciated with oral or parenteral administra- 
tion, are minimized by the rapid rectal route 
provided by Clysmathane. 


Dosage: One Clysmathane (Fleet) Unit as a 
retention enema before retiring or as directed. 


Composition:Theophylline monoethanolamine 

(Theamin, Fleet), 0.625 Gm.; aqua, 37 ml. in 
single dose rectal dispenser. Prescription package 
of six individual units. Manufacturer’s label readily 
removable. 


(1) Ridolfo, A. S. & Kohlstaedt, K. G. “A 
simplified method for the rectal adminis- 
tration of theophylline,” to be published. 


Professional samples and literature on request, write: 


Cc. B. FLEET Co., INC. 


Lynchburg, Virginia 
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Zactirin is a potent 
analgesic. It controls 
pain as effectively as 
does codeine, but its 
use is free from the 
well-known liabilities 
of codeine. 


2 Zactirin tablets are 
equivalent in analgesic 
potency to yy grain of 
codeine plus 10 grains 
of acetylsalicylic acid. 


Zactirin is non-nar- 
cotic. 


Zactirin is effectively 
anti-inflammatory. 


Philadelphia Pa 


Supplied in distinctive, 2-layer yel- 
low-and-green tablets, bottles of 48. 
Each tablet contains 75 
ethoheptazine citrate and 325 mg. 
(5 grains) of acetylsalicylic acid. 
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SYRUP 
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® SPECIFIC ANTITUSSIVE... 


“COTHERA” moderates intensity and frequency of coughing 
through a selective action apparently on the medullary cough center 
. .. subdues but does not abolish the cough reflex. The natural reflex 
for removal of secretions is retained. 


ACTS WITHIN MINUTES—LASTS FOR HOURS... 

“COTHERA” provides a local anesthetic and soothing demulcent 

action to induce almost immediate relief of ‘sandpaper’ throat and 

‘annoying tickle’... followed by sustained moderation of the cough 

reflex, lasting for four to six hours and frequently throughout an 
entire night with one dose. 


NON-NARCOTIC... 

“COTHERA” is nonaddictive; does not cause respiratory depres- 
sion, gastric irritation, or constipation. It is well tolerated by chil- 
dren and elderly patients, even after continued use. (Antitussive 
action is equal to 14 gr. codeine per teaspoon dose.) 


GUARDS AGAINST BRONCHOSPASM... 
“COTHERA’” exerts a mild musculotropic spasmolytic action tend- 
ing to protect against possible harmful effects and cough-aggrava- 
tion of bronchospasm. 


CHERRY-FLAVORED... 

“COTHERA” is completely acceptable to all age groups. 
Indications: “‘COTHERA” Syrup is specifically indicated for irritating, 
useless, or chronic coughs such as those associated with the common cold, 
children’s diseases, excessive smoking. It may be used safely for short- 
term or prolonged treatment. 

Dosage: Adults and children over 8 years—1 to 2 teaspoonfuls (25-50 
mg.) three or four times daily. Children, 2 to 8 years—l4 to 1 teaspoonful 
three or four times daily. 

Supplied: 25 mg. per 5 cc. (teaspoonful), bottles of 16 fluidounces and 
1 gallon. 


Ayerst Laboratories New York 16, N. Y.* Montreal, Canada 
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THE SHEER ALL-NYLON STOCKING 
THAT SUPPORTS WITHOUT USING RUBBER! 


Supp-hose’ 


FOR LEG FATIGUE AND MILD VARICOSITIES 


Recent clinical research demonstrated the excel- 
lent value of Supp-hose for leg fatigue, and mild 
disorders where heavy surgical stockings are 
not prescribed. The advantage of Supp-hose is 
that it looks just like any sheer nylon stocking, 
thus it overcomes one of the main objections of 
the patient concerned about her appearance. 


SO MANY WOMEN COMPLAIN ABOUT LEG FATIGUE! 


As you know, expectant mothers, housewives, 
working women, and women with mild varico- 
sities all complain about discomfort of the 
extremities. Supp-hose eases this leg fatigue and 


Ke KAYSER-ROTH HOSIERY COMPANY, Inc., 200 Madison Avenue, N. Y. 16, N. ¥. Sold in Canada. 


gives gentle support all day long. Yet Supp-hose 
contains no rubber! Every stitch is fine nylon 


with a special twist that provides an elastic 
quality. 


A VERY ECONOMICAL STOCKING! 


Patented Supp-hose costs a woman just one- 
third what she usually pays for heavier surgical 
stockings. And wear tests indicate Supp-hose 
should give five times the wear of ordinary 
nylons. Supp-hose is available in proportioned 


sizes in beige, natural and white. At drug and 
department stores. 


Journat A.O.A. 
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Sulfamethoxypyridazine Lederle 


Infections 


Unusual Antibacterial and Anti-infective Properties— More soluble in acid urine'... higher and 
better sustained plasma levels than any other known and useful antibacterial sulfonamide.* 


Unprecedented Low Dosage—Less sulfa for the kidney to cope with . . . yet fully effective. A single 
daily dose of 0.5 to 1.0 Gm. maintains higher plasma levels than 4 to 6 Gm. daily of other sulfona- 
mides—a notable asset in prolonged therapy.’ 


Dosage: The recommended adult dose is 1 Gm. (2 tablets) the first day, followed by 0.5 Gm. (1 
tablet) every day thereafter, or 1 Gm. every other day for mild to moderate infections. In severe 
infections where prompt, high blood levels are indicated, the initial dose should be 2 Gm. followed 
by 0.5 Gm. every 24 hours. 


KYNEX—WHEREVER SULFA THERAPY IS INDICATED 


Tablets: Each tablet contains 0.5 Gm. (7!% grains) of sulfamethoxypyridazine. Bottles of 24 and 100 tablets. 


Syrup: Each teaspoonful (5 cc.) of caramel-flavored syrup contains 250 mg. of sulfamethoxypyridazine. 
Bottle of 4 fl. oz. 


references: 


& Saale ae and Jackson, G.G.: Prolonged Treatment of Urinary-Tract Infections with Sulfamethoxypyridazine. New England J. Med. 


2. Editorial: New England J. Med, 258:48-49, 1958. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York C Lederte ) 
*Reg. U.S. Pat, Off. SS 
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which women... 


and when... 


need 


iron therapy? 


Many clinicians agree that the normal woman of 
child-bearing age requires iron therapy for a month 
or six weeks of each year. 


Iron-deficiency anemia, usually identified as 


Formula: Each fluidounce contains: hypochromic microcytic anemia, is seen in most age 
Won peptenized ....::. 420 j 

ee iskitehicntaa groups, from the adolescent to the senior members. 
Manganese citrate, soluble . 158 mg. 

Thiamine hydrochloride .. . 10 mg. c 

Riboflavin .......... 10 mg. For the treatment of these common anemias, 

Vitamin B,2 Activity ..... 20 mcg. ‘ 

(derived from Cobaiamin conc.) Livitamin offers peptonized iron—virtually 
Nicotinamide .......:. 50 mg. 
Pyridoxine hydrochloride . . 1 mg. predigested, well absorbed, and less irritating than 
Pantothenic acid ...... 5 mg. 
—«_ oon. other forms. The Livitamin formula, which 
extract ...... contains the B complex, provides integrated 
ns it eee 60 mg. therapy to normalize the blood picture. 


LIVITAMIN 


with Peptonized Iron 


The S. E. MASSENGILL Company BRISTOL, TENNESSEE « NEW YORK e KANSAS CITY « SAN FRANCISCO 
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fee — ook to peptonized iron 


CURRENT STUDIES* SHOW PEPTONIZED IRON 


One-third as toxic as ferrous sulfate. 
Absorbed as well as ferrous sulfate. 
Non-astringent. 


Free from tendencies to disturb digestion. (One-tenth 
as irritating to the gastric mucosa as ferrous sulfate.) 


More rapid response in iron-deficient anemias. 


*Keith, J.H.: Utilization and Toxicity of Peptonized Iron and Ferrous 
Sulfate, Am. J. Clin. Nutrition 1:35 (Jan.-Feb., 1957). 


with Peptonized Iron 


The S. E. MASSENGILL Company BRISTOL, TENNESSEE NEW KANSAS CITY 
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‘LANOXIN’ TABLETS *LANOXIN INJECTION “LAN 
0.25 mg. scored (white) 0.5 mg. in2ec,(LMeor LV.) 
BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, N.Y. 
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~ Not available to the wives 
Of Henrys despite 


the his realm 


A NEW ACHIEVEMENT 
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Now available at low cost 
to all your patients during 
pregnancy & lactation New 


MOL-IRON PRENATAL 


wide-range Nutritional 
supplement/phosphorus-free 


NEW ECONOMY: less than % the usual cost. just one Tablet provides: 


NEW CONVENIENCE: only | tablet a day. Vitamin 
Vitamin C (Asco meg. 

Especially “special” because of MOL-IRON,  Vitemn 

the unique molybdenized ferrous iron complex— Pyridoxine 2 mg. 

for over 10 years unexcelled in tolerance and = rom ome 
effectiveness, particularly in pregnant women! Cobat mg. 

Bottles of 30 (month’s supply) /Bottles of 90 (trimester’s supply) 6 

5 mg. 

WHITE LABORATORIES, INC., Kenilworth, New Jersey Zine 1.5 mg. 
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in every 
arthritic state 


~ 


Consistent Gains in Functional Capacity 
Can Be Achieved with Conservative Therapy 


The unemployable arthritic once again 
may undertake full employment and 
normal recreation. Patients once confined 
to the home or wheel chair often find it 
possible to engage in light work. And even 
bedridden patients can walk with comfort 


again. These are the benefits of conservative 
therapy as demonstrated in long-term 
studies.’”* In fact, in these four-year 
comparative studies of salicylate and 
cortisone, the corticoid showed no 
superiority over conservative therapy. 


Superior Conservative Therapy Provided by Buffered Pabirin 


Buffered Pabirin epitomizes modern, 
conservative therapy without the serious 
complications of corticoid therapy. Adrenal 
atrophy, peptic ulcers, moon-face, hyper- 
tension or psychotic reactions, a constant 
risk whenever corticoids are used,*’ will 


not occur with Buffered Pabirin. Month 
after month, Buffered Pabirin can be 
administered with a minimum of problems 
to patient and physician,and without the 
side effects common to the use of 
salicylates alone. 


Buffered Pabirin combines new form and formulation 
for faster pain relief, improved gastric tolerance 


Each tablet of Buffered Pabirin consists of an outer 
layer containing a buffer (aluminum hydroxide), para- 
aminobenzoic acid and ascorbic acid; an inner core of 
aspirin. The outer layer quickly releases aluminum 
hydroxide which affords superior buffering action and 
protects against gastric irritation. The core of Buffered 
Pabirin then disintegrates rapidly, permitting fast 
absorption of acetylsalicylic acid. PABA potentiates the 
acetylsalicylic acid and creates high salicylate blood 
levels. Ascorbic acid counteracts vitamin C depletion. 


The new form and formulation of Buffered Pabirin 
provides high and sustained salicylate blood levels. It 
may be administered over long periods of time without 
the nausea, dyspepsia or other gastrointestinal symp- 
toms so frequently experienced with salicylates alone. 


in osteoarthritis, gouty arthritis, rheumatoid arthritis, 
bursitis, fibrositis, or tendinitis 


Buffered Pabir radiets 


Each tablet contains: 

Acetylsalicylic acid (5 gr.).......... 300 mg. 
Para-aminobenzoic acid (5 gr.)...... 300 mg. 
Dried aluminum hydroxide gel... ... 100 mg. 


All Buffered Pabirin is sodium and potassium free 
Dosage: Two or three tablets 3—4 times daily. 


References: 1. Report of Joint Committee, Medical Research 
Council & Nuffield Foundation, Treatment of Rheumatoid Arthritis, 
British Medical Journal (May 29) 1223-1227, 1954. 2. ibid. (April 13) 
847-850, 1957. 3. Hart, D.; Bagnall, A. W.; Bunim, J. J., and 
Polley, F. H.: Ninth International Congress on Rheumatic Diseases, 
Toronto, Ont. (June 25) 1957. 4. Lewis, L., ef al.: Ann. Int. Med. 
39:116, 1953. 5. Demartini, F., et al.: J.A.M.A. 158:1505, 1955, 
6. Segaloff, A.: Ann. Allergy 12:565, 1954. 7. Kern, R. A.: Am. J. 
M. Sc. 233:430, 1957. 


Photographs show 2-stage Tandem 
Release disintegration 


SMITH-DORSEY : a division of The Wander Company * Lincoln, Nebraska 


‘ 
i 
i 
| 
= 
j 
i} 
: 


GLUCOSAMINE POTENTIATED TETRACYCLINE 


CAPSULES ORAL SUSPENSION NEW! PEDIATRIC DROPS 
(black and white) (orange-flavored) (orange-flavored) 5 mg. per drop, 
250 mg., 125 mg. 125 mg. per tsp. (5 cc.), 2 oz. bottle calibrated dropper, 10 cc. bottle 
* 
COSA-TETRASTATIN COSA-TETRACYDIN* 
glucosamine potentiated tetracycline with nystatin glucosamine potentiated tetracycline-analgesic- 
antibacterial plus added protection against antihistamine compound 
monilial superinfection For relief of symptoms and malaise of the common 


(with 250,000 u. nystatin) CAPSULES (black and orange) Ea. capsule contains: 
ORAL SUSPENSION 125 mg. per tsp. (5 cc.) Cosa- Cosa-Tetracyn 125 mg. . phenacetin 120 mg. . caffeine 
Tetracyn, (with 125,000 u. nystatin), 2 oz. bottle 30 mg. . salicylamide 150 mg. . buclizine HCl 15 mg. 


REFERENCES: 1. Carlozzi, M.: Ant. Med. & Clin. Therapy 5:146 (Feb.) 1958. 2. Welch, H.; Wright, W. W., and Staffa, A. W.: Ant. Med. 
& Clin. Therapy 5:52 (Jan.) 1958. 3. Marlow, A. A., and Bartlett, G. R.: Glucosamine and Leukemia. Proc. Soc. Exp. Biol. & Med. 84:41, 
1953. 4. Shalowitz, M.: Clin. Rev. 1:25 (April) 1958. 5. Nathan, L. A.: Arch. Pediat. 75:251 (June) 1958. 6. Cornbleet, T.; Chesrow, E., 
and Barsky, S.: Ant. Med. & Clin. Therapy 5:328 (May) 1958. 7. Stone, M. L.; Sedlis, A., Bamford, J., and Bradley, W.: Ant. Med. & 
Clin. Therapy 5:322 (May) 1958. 8. Harris, H.: Clin. Rev. 1:15 (July) 1958. 
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Proven in research 


1. Highest tetracycline serum levels 
2. Most consistently elevated serum levels 


you, docto 


3. Safe, physiologic potentiation (with a natural human metabolite) 


And now in practice 


4. More rapid clinical response 
5. Unexcelled toleration 


Science for the world’s well-being 


PFIZER LABORATORIES 
Div., Chas. Pfizer and Co., Inc. 
Brooklyn 6, New York 


Vor. 58, Oct. 1958 
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propulsion 
for pregnant, 
patients, 
cases 
vated 
blocking agents. 


STANDARD LABORATORIES, INCHo 


Verac 
voids the 
‘| 


and gentle 
cal flushing. 


and ganglionic 


*Gasster, M.: Med. Times, to be published. 


Orris Plains, N. J. 
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Again and again, 
a first choice 


e In urinary tract infections 


e@ In upper respiratory tract in- 
fections with bacterial invasion 


e@ In mixed infections 


e@ In infections not readily diag- a 
nosed 


Breadth of attack... 


wide range of activity against A 
many common gram-positive and i 
gram-negative organisms a 


Depth of attack... 
both bactericidal and bacteriostatic 


® 
Philadelphia 1, Pa. 


Tablets: Penicillin V (Phenoxymethy! Penicillin) and Sulfonamides 
For Suspension: Benzathine Penicillin V and Sulfonamides 


SUPPLIED: Tablets, bottles of 36. For Suspension, bottles of 2 fl. oz. upon reconstitution. Each tablet 
and 5-ce. teaspoonful contains 125 mg. (200,000 units) of penicillin V (the suspension containing the 
benzathine salt of penicillinV) and 0.25 Gm. each of sulfadiazine and sulfamerazine. 
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Doctors, too, like “Premarin? 


— doctor’s room in the hospital 
is used for a variety of reasons. 
Most any morning, you will find the 
internist talking with the surgeon, 
the resident discussing a case with 
the gynecologist, or the pediatrician 
in for a cigarette. It’s sort of a club, 
this room, and it’s a good place to 
get the low-down on “Premarin” 
therapy. 


If you listen, you'll learn not only 
that doctors like “Premarin,” but 
why they like it. 

The reasons are fairly simple. 
Doctors like “Premarin,” in the first 
place, because it really relieves the 
symptoms of the menopause. It 
doesn’t just mask them — it replaces 
what the patient lacks — natural es- 
trogen. Furthermore, if the patient 


is suffering from headache, insomnia, 
and arthritic-like symptoms due to 
estrogen deficiency, “Premarin” takes 
care of that, too. 

“Premarin,” conjugated estrogens 
(equine), is available as tablets and 
liquid, and also in combination with 
meprobamate or methyltestosterone. 
Ayerst Laboratories * New York 
16, N. Y. * Montreal, Canada 
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ESPECIALLY 
DESIGNED 
WITH THE 
ARTHRITIC 
IN MIND 


This long, somewhat extraordinary shoehorn, is a boon to 
many arthritics. If a patient has reached this advanced stage, 
it’s a pretty certain sign that Kenacort is needed. 


This is not to say that Kenaeort is only for the advanced cases 
of arthritis. Kenacort is useful in all stages of arthritis and 
for the treatment of asthma and allergies, too. Its antirheu- 
matic, anti-inflammatory and antiallergic activity gives 
prompt relief from pain, stiffness, swelling, and limitation 
of motion, often when other glucocorticoids have failed. 
Kenacort is distinctive in this type of therapy because you 
usually accomplish the desired therapeutic result — 


w with far less gastric disturbance 

7 w without salt and water retention 

: @ without unnatural psychic stimulation 
@ ona lower daily dosage range 


Squibb Triamcinolone 


Supplied: 

Scored tablets of 1 mg. — Bottles of 50 

Scored tablets of 2 mg. — Bottles of 50 

Scored tablets of 4 mg. — Bottles of 30 and 100 


Squibb Quality — the Priceless Ingredient 


RENACORT 18 A SQUIBE TRADEMARK 
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Of course, women like “Premarin”: 


pane for the menopause syn- 
drome should relieve not only the 
psychic instability attendant the con- 
dition, but the vasomotor instability 
of estrogen decline as well. Though 
they would have a hard time explain- 
ing it in such medical terms, this is 
the reason women like “Premarin.” 

The patient isn’t alone in her de- 


votion to this natural estrogen. Doc- 
tors, husbands, and family all like 
what it does for the patient, the wife, 
and the homemaker. 

When, because of the menopause, 
the psyche needs nursing—“Premarin” 
nurses. When hot flushes need sup- 
pressing, “Premarin” suppresses. In 
short, when you want to treat the 


whole menopause, (and how else is 
it to be treated?), let your choice be 
“Premarin,” a complete natural es- 
trogen complex. 

“Premarin,” conjugated estrogens 
(equine), is available as tablets and 
liquid, and also in combination with 
meprobamate or methyltestosterone. 


Ayerst Laboratories * New York 
16, N. Y. Montreal, Canada 
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PRONOUNCED TAY-O 


* 


CLINICAL all Staph : 

RESULTS adults children infections 

Cured 172 (80%) 148(89%) 71(88%) : 
improved 28 (13%) 8 (5%) 7 (9%) 
Failure 17 (7%) 11 (6%) 


3 (3%) 4 


Types of infecting organisms: The majority of 
identified etiologic microorganisms were Staph. 
aureus and Staph. albus. Tao has its greatest 
usefulness against organisms such as: staphy- - 
lococci (including strains resistant to other anti- = 


biotics), streptococci (beta-hemolytic strains, 

alpha-hemolytic strains and enterococci), pneu- 
mococci, gonococci, Hemophilus infiuenzae, 
i (brand of triacetyloleandomycin with gluCOSAmine) 
Capsules / Oral Suspension 

Per cent of ‘‘antibiotic-resistant” epidemic 
staphylococci cultures susceptible to Tao, ery- 
100 
0 A CCT CE 2 erythromycin 4 
| ass 4 SD penicitin| 

: 

crt (a) adults (2) children 

Total—9.2% Total ~0.6% 

Se } (20 out of 217) (1 out of 167) 

14 Skin rash —1,.4% Skin rash —none 

+ : (3 out of 217) Gastrointestinal — 

+t ] tolerated... Gastrointestinal— - 0.6% (1 out of 167) 

4 ry 7.8% (17 out of 217) 

4 { { There was complete freedom from adverse 

4 ote reactions in 94.5% of all patients. Side effects 

t] in the other 5.5% were usually mild and seldom 

7 required discontinuance of therapy. 

HHH 


NEW YORK 17, N. Y. 


THE WORLD 


Chas, Pfizer & Co., inc. 


46, 


stability in gastric acid + rapid, high and sustained dbiood lev- 
els + high urinary concentrations - outstanding palatability in a 
liquid preparation 


Dosage and Administration: Dosage varies according to the 
severity of the infection. For adults, the average dose is 250 mg. 
q.i.d.; to 500 mg. q.i.d. in more severe infections. For children 
8 months to 8 years of age, a daily dose of approximately 30 
mg./Kg. body weight in divided doses has been found effective. 
Since Tao is therapeutically stable in gastric acid, it may be 
administered without regard to meals. 

Supplied: Tao Capsules—250 mg. and 125 mg.; bottles of 60. 
Tao for Oral Suspension—1.5 Gm.; 125 mg. per teaspoonful. 
(5 cc.) when reconstituted; unusually palatable cherry flavor; 
2 oz. bottie. 

References: 1. English, A. R., and Fink, F. C.: Antibiotics & Chemother. 
(Aug.) 1958. 2. English, A. R., and McBride, T. J.: Antibiotics & Chemother. 
(Aug.) 1958. 3. Wennersten, J. R.: Antibiotic Med. & Clin. Therapy (Aug.) 
1958. 4. Celmer, W. D., et al.: Antibiotics Annual 1957-1958, New York, 
Medical Encyclopedia, Inc., 1958, p. 476. 
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Mrs. H. T., a 30-year-old house- 
wife, bore her first child at 26 
years of age. After the delivery— 
and now for full four years—she 
has been unable to shed the 
excess pounds gained during 
pregnancy. Complete amenorrhea 
persisted for a year after birth, 
followed by only gradual return 
to more normal menses. Despite 
a seemingly healthy appearance, 
Mrs. H. T. suffers from exhaus- 
tion. Her memory is poor; she is 
not alert. Since the baby’s birth, 
she has not regained her com- 
plete strength. “I feel cold all the 
time,” she complains. “My skin 
and hair are dry.” 


PBI is 2.0 mcg.%; BMR_ -33; 
cholesterol 385 mg.%; EKG of 
reduced amplitude. 


Based on history and findings, a 
diagnosis of hypothyroidism is 
made and thyroid substitution (3 
gr. Proloid daily) prescribed. 
Within 4 months, her PBI rose 
to 5.4 mcg.%; cholesterol fell to 
242; and EKG returned to 
normal. In view of the favorable 
results, therapy is continued 
indefinitely. 


pattern of SUB CLIN ICAL 
HYPOTHYROIDISM 


Highly purified natural thyroid extract, PROLom provides 
all the fractions of thyroid secretion to normalize every 
facet of thyroid function. 


Double assay—chemical and biological—assures a predict- 
able clinical response for safe, effective long-term therapy. 


Pro.ow is available in 5 tablet sizes: 4, Y, 1, 14 and 
5 grain tablets—and Proloid Powder for compounding. 


the total thyroid complex 


VoL. 58, Oct. 1958 
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OCTOR, FACT 


THE ,DIAPHRAGM 
WITH THE 


CONTOURING 
COIL SPRING 

OFFERS YOU AND YOUR PATIENTS 

MORE BENEFITS THAN ANY OTHER TYPE 


1. Expressly designed to assure your patient ease of insertion and auto- 
matic placement. 


Vk SN 2. Conserves physician's time by reducing fitting and instruction period. 
~—_> 3. Patients learn faster and develop greater confidence because of the ease 
. with which they learn to place and use the diaphragm. 


4. Affords greater patient protection by locking in_ spermicidal lubricant 
and delivering it directly under and next to the os uteri. 

5. Folds behind pubic bone with suction- like_action forming a more 
effective barrier. 

6. Simple to remove. 

When compressed, diaphragm forms into semi-curve or half-moon shape 

(Fig. |) permitting it to pass easily along floor of the vagina beyond cervix 

(Fig. 2) without any difficulty. No mechanical inserter or introducer is re- 

quired (Fig. 2) since the KORO-FLEX will not buckle or butterfly in form. 


KORO-FLEX (contouring) Diaphragm is ideal, not only where ordinary 
coilspring diaphragms are indicated but for Flat rim (Mensinga) type 
as well. 

May be used in cases of mild 
prolapse, cystocele or rectocele. 


Suggest the convenient 1 

F KORO-FLEX COMPACT 60-95 mm 
Sanitary plastic bag with zipper closure. 
Diaphragm, tube KOROMEX Jelly (3 02.), 
Cream (1 oz. trial size). 
Available at all prescription pharma- 
cies. Write for descriptive literature. 


FIG. 3 
HOLLAND-RANTOS COMPANY, 145 HUDSON STREET, NEW YORK 13, N. Y. 


FIG. 2 
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Winged Victory of Samothrace, 


sthuman |) 1 Stl Nn oul she d 
Medrol clinically 


.. The only corticosteroid with a methyl group in the 6-alpha position. 


| 


the only methylprednisolone 


no other oral corticosteroid — 
is more effective 


no other oral corticosteroid 
safer (fewer alarming 
new effects) 


subst 
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TRADEMARK, U.S. PAT. OFF 
= METHYLPREONISOLONE, 


This is Medrol —the unique 
methylprednisolone molecule, created 
by long and painstaking Upjohn 

research in its continuous endeavor 

to separate the desirable and undesirable 
effects of adrenocortical steroids. By 
substituting carbon for hydrogen 
atom at the 6-alpha position, 

Medrol —and only Medrol 
—-enhances anti-inflammatory 
corticoid effects while drastically 
reducing or eliminating the unwanted 
mineralocorticoid reactions. 


1b] 


In rheumatoid arthritis, 


Medrol’s chemical 


distinction is reflected | 
in excellent clinical results, | 


fewer reactions 


In nearly all cases, Medrol 
achieves good to excellent 
results with frequent, 

functional reclassification, 


in dermatological diseases, 
Medrol’s distinctive formula 
makes it the “corticosteroid 
of choice” 


Even in resistant cutaneous 

disorders, major improvement 
is seen with Medrol in a vast 
majority of cases. The period 


= and even some complete 


remissions. Side effects are 
fewer and milder than with 
any other corticosteroid, even 
after one year of treatment. 


of treatment is markedly 
shortened; side effects are 


rare and negligible. 
Medrol achieves distinct 


improvement in blood Adrenogenital syndrome 
dyscrasias responds to Medrol’s 
unique structural formula 


Chemical superiority of 


Complete temporary remissions 
were produced by Medrol Good results with no 

ina number of patients with deleterious reactions are 
acute leukemia. Striking reported. 

clinical improvement was seen 
in all patients with chronic 
lymphocytic leukemia. 


The molecular difference 
of Medrol makes it superior 
In all allergic disorders, in ophthalmic diseases 


Medrol’s unique methyl! Clinical results demonstrate 
group results in highest Medrol’s superior 
therapeutic ratio effectiveness and safety in 
acute and chronic uveitis, 
ocular allergies, and other 
conditions (except herpes 
simplex keratitis, and 

ocular tuberculosis). 


In hay fever, asthma, allergic 
rhinitis—in all allergies— 
superior results are reported 
with Medrol in 9 out of 

10 patients, with the lowest 
incidence of side effects 
(about 4%) on record. These 
side effects, moreover, are all 
minor and negligible. 
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Medro 


References 


All quotations are from papers 
presented at the Symposium on 

the Newer Corticosteroids, held at 
Brook Lodge, Augusta, Michigan, 
on March 18-19, 1958; most of 
these papers are scheduled 

to appear in an early issue of 
METABOLISM: 


1. Rosenberg, E. FE: Rheumatoid 
Arthritis, Therapeutic Experiences 
with 6-Methyl Prednisolone 
(Medrol). 2. Grater, W. C.: 
Methylprednisolone in Allergic 
Diseases. 3. Dwyer, F. X.: 
Systemic Medrol Therapy in 
Dermatological Disorders. 

4. Gordon, D. M.: Methyl- 
prednisolone in Ophthalmology. 
5. Bongiovanni, A. M., and 
Eberlein, W. R.: Experience with 
the Use of 6-Methy! Prednisolone 
in the Adrenogenital Syndrome. 
6. Yunis, A. A., and Harrington, 
W. J.: The Clinical Use of Methyl 
Prednisolone in Certain 
Hematologic Disorders. 


Upjohn 


The Upjohn Company, Kalamazoo, Michigan 


In Rheumatoid Arthritis 


“The observations reported herein 
indicate that 6-methyl prednisolone 
exerted outstanding anti-inflammatory 
effects...that this new compound may 
be employed with safety in treatment 
of rheumatoid arthritis....’” 

“*Toxicities and side-effects encountered 
thus far have been mild, and for the 
most part unimportant.” 


In Allergic Disorders 


“Tt is of some interest to observe that 
Medrol proved an effective agent in all the 
different types of allergy encountered 

in this series.... The incidence of side 
effects was extremely low and all 

of these were of minor nature.”’? 


In Dermatologic Diseases 


“There are obvious advantages of 
Medrol over cortisone, hydrocortisone, 
and prednisolone in the avoidance 

of undesirable side effects of steroid 
therapy. More dermatoses will be 
amenable to corticosteroids without 
being subjected to deleterious effects 
that prohibited their use.” 


In Ophthalmologic Disorders 


“It has proved to be a superior adreno- 
cortical type steroid with a high degree 
of safety factor.”* 


In Adrenogenital Syndrome 


“..Medrol fulfilled the requirements 
for adequate control of the disease and no 
detrimental effects were observed.’’® 


In Blood Dyscrasias 


“Striking clinical improvement 

occurred in all thirteen individuals 

with chronic lymphocytic leukemia... 
One patient obtained a complete 

clinical and hematological remission....’* 


hits the disease but spares the patient 


You, Doctor, are not the only disappointed person 
when skeletal muscle relaxants don’t work—or 
cause eo distress, drowsiness and dizziness 


Vor. 58, Oct. 1958 


... the person 
even more disappointed 
and unhappy 
is your patient 


(STYRAMATE, 


naxar* 


2-hydroxy 2-phenylethyl carbamate 


a new, different chemical structure—unlike 
any other skeletal muscle relaxant currently 
available—is 


e consistently effective in the majority of cases 
e long acting: no fleeting effects 
e free of adverse side effects frequently 
encountered with tranquilizers and 
other muscle relaxants 


Dosage: One or two tablets t.i.d. 

Supplied: 200 mg. tablets in bottles of 50. 
Indications: Low back ache; muscle strains and 
pains; frozen shoulder; stiff neck; bursitis; 
rheumatic joint pains. 


ARMOUR PHARMACEUTICAL COMPANY 
A DIVISION OF ARMOUR AND COMPANY ¢ KANKAKEE, ILLINOIS 
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Happy Jeanette, aglow with health, 


D 


is a Baker’s Blue Ribbon Baby. 


MODIFIED MILK 


A complete formula in liquid and powder form 
prepared exclusively from Grade A Milk 


Doctor, your dietary decision can build Blue 
Ribbon babies. The baby who wins the blue 
ribbon is the one whose doctor—no one else— 
selects its formula. 


BAKER'S MODIFIED MILK BUILDS BLUE RIBBON BABIES 


e A complete, balanced uniform for- 
mula. 


e Convenient and easy to prepare— 
simply add water. 

¢ Made from milk of outstanding 
purity. 


e Provides adequate amounts of all 
known essential vitamins plus much- 
needed iron. 


Available in drug stores 


OTHER PRODUCTS—VARAMEL-—a scientifically formulated 
evaporated milk product prepared exclusively from Grade A Milk 


Butterfat by easily digested 
vegetable oils. 

e Twice homogenized for better di- 
gestion and absorption. 


¢ Helps doctor control infant’s formu- 
la longer. Advertised to the medical 
profession only. 

¢ Economical to use—eliminates need 
for additional vitamins and iron. 


ciquia Form—t fl. oz. milktot fl. 02. 
“1 Powder Form—1 Tbsp. powder to 2 f 
water 


ker Laboratories, Inc. » Cleveland 3, Ohio 


Normal Dilutions 
water 


20 calories per ounce 


Journar A.O.A. 


GET YOUR 
| BAKERS 
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all cold symptoms 


New timed-release tablet provides: 


... the superior decongestant and antihistaminic action 
of Triaminic 


...non-narcotic cough control as effective as with 
codeine, but without codeine’s drawbacks 


...an expectorant to augment demulcent fluids 


... the specific antipyretic and analgesic effect of well- 
tolerated APAP 


... the prompt and prolonged activity of timed-release 


medication 
Each Tussacesic Tablet contains: 
(phenylpropanolamine HCl .. . . 25 mg.; 
pheniramine maleate ....... 12.5 mg.; P 
pytilamine maleate ........ 12.5 mg.) To reduce upper respiratory congestion and irritating 
Dormethan (brand of dextro- 
methorphan HBr) ... . . . 30mg. For non-narcotic control of the cough reflex. 
Terpin hydrate . . .. . . . .180mg. To augment demulcent respiratory secretions. 
APAP (N-acetyl-para-aminophenol) . 325 mg. For specific, highly effective antipyresis and analgesia. 


Tussagesic Tablets provide relief from all cold 
symptoms in minutes, lasting for hours. 


first —3 to 4 hours of 
relief from the 


Dosage: One tablet in the morning, mid- outer layer 


afternoon, and in the evening, if needed. The 
tablet should be swallowed whole to preserve 


the timed-release action. § then —3 to 4 more hours 


of relief from 
the inner core 


Also available—for those who prefer 


palatable liquid medication— Tussagesic suspension 


SMITH-DORSEY © a division of The Wander Company « Lincoln, Nebraska + Peterborough, Canada 
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NEW TRANQUILIZEINE 


Provides effective tranquilization with phy 
iological safety. 


Often reduces hypertension by means 
extended relaxation. 


3 Allows natural sleep by releasing tension 


Softab form is convenient...can be take 
anywhere, anytime, no water needed. 


Softran is a “true” tranquilizer 


Pharmacologic screening involving four distinct types of techniques has deniran |S a 


strated that buclizine [SOFTRAN] is a ‘“‘true’’ tranquilizer. The experimental ati 
did not exhibit motor stimulation or depression often seen with a number of a 
currently being used as tranquilizers. Cutting, Windsor; Baslow, Morris; Re 
Dorothy, and Furst, Arthur, School of Medicine, Stanford University, Stanj 
California: The Use of Fish in the Evaluation of Drugs Affecting the Central New 
System, submitted for publication. 


Softran is effective for mild to moderate anxiety-tension states 


Studies with buclizine [SoFTRAN] indicated it to be a potent and versatile therp 
tic agent with clear-cut tranquilizing properties. It was found to be an effet 
ataraxic agent for mild to moderate anxiety-tension states and mild senile agitation 

With the tensions and stresses of everyday life mounting to a new high everyé 
the need for such preparations is apparent. The absence of habituation and tol 
... Makes it of especial value. Additional properties of antihistaminic, anti-naust 
anti-motion sickness and hypotensive activity make buclizine [soFTRAN] a valua 
compound in this field. Settel, Edward, M.D., Brooklyn, New York: Buclizin, 
new Tranquilizing Agent, submitted for publication. 


Softran produced no undue drowsiness or other side effects 
In studies using buclizine [sor TRAN] for patients with anxiety associated with ial 
tility SoFTRAN was found to be an effective tranquilizer. In doses of 50 mg. ™ 
daily adequate effectiveness was obtained without undue drowsiness or other not 
able side effects. Schultz, John M.,M.D., Miami, Florida: Excerpt from clinical 


Journat A.O.A. 


We 
| pat 
qui 

ord 

in| 

col 

rec 

an of 

It 

| es 

| tk 

| T 

ran 

| 


Formula: 


Usual dosage: 
One 50 mg. tablet, 1 to 3 times daily 
Cuitpren: One 25 mg. tablet, 1 to 2 times daily. 


s denitran is a superior tranquilizer in disturbed menopausal patients 


fal ani 


of az 


is; 
Stanjo 
Nen 


We have been using buclizine hydrochloride [sorTRAN] for six months on over 200 
patients, both obstetrical and gynecological. We have found it to be a very superior tran- 
quilizer in those patients who are at the menopause age and require adjuvant therapy to 
ordinary hormone replacement . . . It has been universally well tolerated. In only two cases 
in the entire group has there been objectionable lassitude or drowsiness. These have been 
counteracted very simply by the use of amphetamine compounds. We can unhesitatingly 
recommend it for use in such cases. Rutherford, Robert N., M.D., Seattle, Washington: 
Excerpt from clinical study. 


an often reduces hypertension 


It is particularly noteworthy that systolic blood pressure is often reduced in patients with 
essential hypertension. Diminution of psychic stress factors is apparently responsible for 
this hypotensive effect. Settel, Edward, M.D., Brooklyn, New York: Buclizine a New 
Tranquilizing Agent, submitted for publication. 


ran relieved anxiety symptoms associated with infertility 


Buclizine [sorTRAN] and placebo were employed in a double blind study conducted with 
patients having anxiety symptoms associated with infertility. Marked tranquilizing proper- 
ties were observed with the buclizine-containing preparation [SOrTRAN]. An effective 
daily dose was 2 tablets (50 mg. each). The product was well tolerated; side effects, such 
as drowsiness, were minimal. Tyler, Edward T., M.D., Los Angeles, California: An 
Evaluation of the Use of Tranquilizing Agents in Infertility, submitted for publication. 
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Buclizine Hydrochloride..................50 mg. & 25 mg. 


THE STUART COMPANY 
PASADENA, CALIFORNIA 
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“Flavor-timed”’ 


dual-action 


vasodilator 


\\ TRADEMARK 


ORAL 
for coronary vasodilation and 


protection against anginal attack 


SUBLINGUAL 


for Immediate relief. from anginal pain 


DILCORON contains two highly efficient vasodilators 
in a unique core-and-jacket tablet. 

Glyceryl trinitrate (nitroglycerin)}—0.4 mg. (1/150 grain) 
is in the outer jacket—held under the tongue until 

the citrus flavor disappears; provides 

rapid relief in/acute or anticipated attack. 

The middle layer of the tablet is 

the citrus ‘“flavor-timer.” 

Pentaerythritol tetranitrate —15 mg. (1/4 grain) is in the 
inner core—swallowed for slow enteric 
absorption and lasting protection. 


For continuing prophylaxis patients may Bottles of 100. 
swallow the entire Dilcoron tablet. ; 


Average prophylactic dose: 1 tablet four times daily. 


Therapeutic dose: 1 tablet held under the ‘tongue 
until citrus flavor disappears, then swallowed. 


LABORATORIES 
NEW YORK 18, N.Y, 
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ACTIO 


on the 


large bowel 


(1,8-dihydroxyanthraquinone) 


{ERE STOOL SOFTENING IS ALSO INDICATED 


DORBANTYL FORTE 


(Dorbane, 50 mg. + dioctyl sodium sulfosuccinate, 100 mg.) * 


| 
| Repetition doesnt make 


a good product better - 


Repetition just makes 
a good product 
better known 


The Painless Intra- 
Muscular Cdlcium / Ascorbic Acid 
Injectable Formula 


Professional Samples on Request 


PASADENA RESEARCH LABORATORIES, INC. 
2107 East Villa Street * Pasadena, California 
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A desk is not for sleeping 


58, Oct. 1958 


That's why so many physicians prescribe 
COMPAZINE* for working patients and 
others who require a tranquilizing agent 
which won't impair their capacity to think 
clearly and function normally. 


For all-day (or all-night) therapeutic effect with a single oral dose: “Compazine’ 
Spansulet capsules. Also available: Tablets, Ampuls, Multiple dose vials, Syrup 
and Suppositories. 


Smith Kline & French Laboratories, Philadelphia 
pioneers in psychopharmacology 


*T.M. Reg. U.S. Pat. Off. for prochlorperazine, S.K.F. 
+T.M. Reg. U.S. Pat. Off. for sustained release capsules, S.K.F. 
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For Speedier Return to Normal Nutrition 


| for Well-Tolerated Protein 


In Infectious Hepatitis 


| A well-balanced, liberal diet—high in protein and calories, 
but moderate in fat—appears to shorten convalescence in 
uncomplicated infectious hepatitis.* Current opinion recom- 
mends that the patient be encouraged to consume between 
1.5 and 2 grams of protein and 40 to 45 calories per kilogram 
of body weight daily. 

Meat functions in several impertant ways in the dietary 
management of infectious hepatitis. It supplies large amounts 
of well-tolerated protein, and it makes meals attractive and 
appetizing, an inducement to adequate eating in the presence 
of anorexia. 

During the initial stage, when the appetite is especially 
poor, one of the most acceptable sources of high quality 
protein is broiled ground lean beef. One authority* recom- 
mends broiled ground beef three times daily. (Each 3.5 
ounces supplies approximately 30 grams of protein.) With 
the recovery of appetite, other attractively prepared meats 
also are served. 

Meat also helps assure an adequate intake of B vitamins, 
as well as iron, phosphorus, potassium, and magnesium. 


*Kark, R. M.: Nutritional Aspects of Liver Disease in Man, in Wohl, 
M. G., and Goodhart, R. S.: Modern Nutrition in Health and Disease, 
Philadelphia, Lea & Febiger, 1955, pp. 597-606. 


The nutritional statements made in this advertisement 
have been reviewed by the Council on Foods and Nutri- 
tion of the American Medical Association and found 
consistent with current authoritative medical opinion. 


American Meat Institute 
Main Office, Chicago... Members Throughout the United States 
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THE 
BARREL 


LASS 


HYPAK 


STERILE 

DISPOSABLE 

SYRINGE-NEEDLE 
OMBINATION 


® all-glass barrel...the material proved safe 
by time and use 


® no solvent action...even after extensive, 
prolonged contact with parenteral fluid 


® sterile, pyrogen-free, nontoxic... 
B-D Controlled from top to tip 
® new, sharper needle point for one-time 
use...greater patient comfort 


B- D BECTON, DICKINSON AND COMPANY 
RUTHERFORD, NEW JERSEY 


B-D, HYPAK, AND DISCAROIT ARE TRADEMARKS OF BECTON. DICKINSON AND COMPANY (8 
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sulfa tablet 


works 
24 hours 
a day 
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MIDICEL reduces the hazard of blood level “fall-off. due to forgotten or 
omitted doses, common with multi-dose sulfa preparations. A single tablet 
provides consiiieaians. therapeutic blood levels for 24 hours—assuring con- 
stant bacteriostasis. 


* A distinct advance in sul- 


fonamide therapy, MIDICEL 
affords definite clinical advan- 
tages: I tablet-a-day schedule 


(sulfamethoxypyridazine, Parke-Davis) 


—greater convenience and economy for patients - rapid effect—prompt 


absorption - prolonged action—adequate plasma concentrations sustained 
day and night with 1 tablet daily - wide antibacterial effectiveness—in 
urinary tract infections, upper respiratory infections, bacillary dysenteries, 
and surgical and soft tissue infections, due to sulfonamide-sensitive organ- _ 
isms + well tolerated—low Sen and high pony. minimize possibility 
of 

Adult Dosage: Initial (first day)—2 tablets (1 Gm.) for mild or moderate 
infections, or 4 tablets (2 Gm.) for severe infections. Mainteanwe-ci tablet 
| (0.5 Gm.) daily. Children’s Dosage: According to weight. See literature for 
details of dosage and administration. Available: Quarter-scored tablets of 


0.5 Gm., bottles of 24, 100, and 1,000. 


3 rz PARKE, DAVIS & COMPANY - DETROIT 32, MICHIGAN 


$7558 
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Colds and influenza aggravate sinusitis. 
Extension of congestion from the nose to 
the sinuses accounts for numerous cases. 


lodo-Niacin has been found highly effective for 

liquefying, loosening and expelling mucopurulent accumulations 
in the deep nasal passages and accessory sinuses. In this way it 
promotes drainage and aeration and thus relieves sinus conges- ; 
tion and headaches. 


Iodo-Niacin* tablets contain potassium iodide 135 mg. (2% 
gr.) and niacinamide hydroiodide 25 mg. (% gr.), slosol coated 
pink. Usual dose, 2 tablets three times a day. May be given in full 
dosage for a year or longer without any iodism or ill effects.' 


For emergency intramuscular or intravenous 
administration, lodo-Niacin ampuls are 
available.* 


Numerous physicians have written favorable 
reports on the use of Iodo-Niacin in the symp- 
tomatic relief of sinus congestion and 
headaches. 


1 Am. J. Digest. Dis. 22:5, 1955. 
2M. Times 84:741, 1956. 
*U.S. Patent Pending 


Cole Chemical Company 
| 3721-27 Laclede Ave., St. Louis 8, Mo. _ 
| Gentlemen: Please send me professional literature and samples of 10D0-NIACIN. 
CHEMICAL 
COMPANY | 


3721-27 Laclede Ave. 
St. Levis 8, Mo. 
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what qualities do you 
want most in a 
skeletal muscle relaxant? 


efficacy? 
long-lasting action? 
practical dosage? 
minimal side effects? 


youll find them all in... 


PARAF 


Chlorzoxazone+ 


specific for painful spasm 


In low back pain, sprains and strains, PARAFLEX provides 
effective muscle relaxation on an average dosage of only 6 tablets daily. 
The benefits from a single dose of PARAFLEX persist for about 

six hours. Useful in a wide variety of traumatic, rheumatic, 

and arthritic disorders, PARAFLEX usually lessens spasm and pain 
without producing side reactions. 
SUPPLIED: Tablets, scored, orange, bottles of 50. 
Each tablet contains PARAFLEX, 250 mg. 
*Trade-mark tU. S. Patent Pending 


McNeil Laboratories, Inc - Philadelphia 32, 
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effective oral organomercurial. 


why all the fuss 
over potassium? 


Many physicians will recall when safe but 
potent organomercurials were first intro- 
duced. At the time there was considerable 
worry about possible potassium loss. Pa- 
tients were instructed to take foods rich 
in this mineral, and not infrequently potas- 
sium supplements also were advised. After 
enough experience was gained, it became 
evident that only the exceptional case could 
lose enough potassium to be concerned 
about. And with oral organomercurial diu- 
retics this was practically never a problem. 


Why revive the subject now? Because 


clinical experience with nonmercurial diuretics indicates most of them have such a 
specific effect on potassium that with their use very real problems must be faced. Enough 
potassium loss can lead to digitalis toxicity or to a classical overt hypopotassemia. Since a 
fair percentage of cardiacs who receive diuretics are also digitalized, this excess potassium 
excretion is clinically serious. Clinical experience is still too limited with some nonmercurial 
diuretics to say just how often such loss will occur—but warnings already have been 


sounded by some clinical investigators as to the need for potassium supplementation. 


Experience in many patients, for many years, demonstrates that potassium loss is never 


a problem when NEOHYDRIN® is the oral diuretic. And there is no refractoriness to this 
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into an unmistakable clinical total may be pointed up 
by the following facts: 

1. There is a very frequent association between 
hypertension and coronary sclerosis. In 90 per cent of 
cases of hypertensive heart disease at autopsy, coronary 
sclerosis has been found to a significant degree ; and in 
1,000 cases of coronary sclerosis, hypertensive heart 
disease was in the background of 70 per cent of pa- 
tients.® 

2. The greater the degree of atheromatosis of the 
ascending aorta, the arch, and its branches, with result- 
ing decrease in distensibility of their walls, the greater 


Evolution and significance of 


CARDIOVASCULAR 
changes associated with H YP ERTEN SION 


Analysis of 100 cases of essential hypertension* 


D. LEONARD VIGDERMAN, D.O. 
New York, New York 


YPERTENSIVE HEART disease is probably 
the commonest form of cardiac abnormality. As a dis- 
tinct clinical entity, however, its exact nature is not 
clear. It seems fairly certain that coronary sclerosis is 
an inseparable component of hypertensive heart disease 
which may even overshadow the hypertension itself in 
the causation of the hypertensive heart disease syn- 
drome. 

In briefly summarizing the incidence, the great ma- 
jority of people of middle age or over have some de- 
gree of hypertension according to present standards. 
Statistics of 20 years ago from several countries show 
a predominance in males of about 2.5:1. More recent 
statistics reveal a change: Before age 35, males pre- 
dominate ; after 35, females are more prone to hyper- 
tension and hypertensive heart disease by a 6:5 ratio 
or greater." 

The causal relationship of hypertension to heart 
disease is based on: 

1. Frequency of coincidence. In one series? of 
30,000 autopsies with 4,700 cardiac deaths, 45 per cent 
were due to hypertensive heart disease. 

2. Course of the disease. Sixty to 75 per cent of 
hypertensive patients eventually succumb to some form 
of cardiac disorder, especially congestive heart failure.** 

3. Physiologic evidence that hypertension increases 
cardiac work with eventual strain. 

The welding of arteriosclerosis and hypertension 


*Presented at the annual meeting of the American College of Osteo- 
pathic Internists, San Diego, California, September 27, 1957. 
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is the frequency and degree of fixed high diastolic blood 
pressure. 

3. There is a glaring lack of correlation found by 
several investigators between the severity and duration 
of hypertension and the development of cardiac com- 
plications. In most instances, it is only in the presence 
of vascular sclerosis that hypertension brings about its 
ultimate effects. 

The present report is an attempt to present statisti- - 
cal data from the histories of 100 patients with hyper- 
tensive vascular disease, most of whom have been under 
some form of specific antihypertensive therapy at some 
time. Because of certain limitations and specifications, 
most of these statistics and conclusions concern the re- 
lationship of hypertensive disease to the evolution of 
cardiac changes. 

Because of problems of selection and variations in 
diagnostic criteria and technics, accurate documentatior 
of the evolution of hypertensive heart disease is difficult 
to obtain. In order to reach valid conclusions from a 
survey of such a dynamic disease syndrome, reliable 
definitions and criteria for the presence of the disease 
must be set forth. Hypertensive vascular disease defies 
definitions because the line between normality and ab- 
normality is anything but sharp, and the physiologic 
and the pathologic so often overlap. 

I have applied the criteria of hypertension used by 
the Hypertension Clinic of a large medical center in 
New York City, from which the most recent reports 
and surveys have emanated.* Hypertension is defined 
as a repeated finding of a casual diastolic pressure of 
90 mm. Hg or more. In this series, all but 4 of our 
patients over age 55 had persistent diastolic pressures 
of 100 or more. There is good evidence to support this 
minimum standard: 

1. In six surveys covering 100,000 people, only 6 
to 14 per cent showed casual diastolic readings of 90 


or more. 
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2. When repeated diastolic readings were taken on 
2,000 ambulatory patients under 50 at the Presbyterian 
Hospital clinic, 136 of them with diastolic readings of 
more than 90 were later proved to have hypertensive 
vascular disease. 

3. Certain symptoms and signs associated with hy- 
pertensive vascular disease developed after diastolic 
pressures over 90 were discovered without the patient’s 
knowledge, such as: nervousness, palpitation, headache, 
vasomotor irritability, elevated basal metabolic rate 
with normal thyroid glands, and development of cardiac 
hypertrophy, myocardial damage, and _ retinopathy. 
Most evidence suggests that in any age group, the inci- 
dence of cardiovascular complications and the mortality 
rate are higher in the presence of blood pressures of 
140/90 or more. 

Hypertensive vascular disease is considered to be 
an outgrowth of hypertension which is not due to a pri- 
mary organic cause. Following are some conditions in 
which secondary hypertension may be encountered : 

1. Disorders of the central nervous system: in- 
creased intracranial pressure (such as inflammatory or 
neoplastic) ; diseases of spinal cord (such as poliomye- 
litis or tabes) ; and familial autonomic dysfunction. 

2. Adrenal disorders: pheochromocytoma and 
Cushing’s syndrome. 

3. Renal disorders: vascular and parenchymal 
damage (embolic, thrombotic, obstruction by tumor or 
aneurysm, collagen disease, thrombotic thrombocyto- 
penic purpura, ischemia, vitamin D intoxication, uri- 
nary tract obstruction, et cetera). 

4. Toxemia of pregnancy. 

5. Coarctation of aorta. 

6. Acute intermittent porphyria. 


Materials, definitions, criteria 


The 100 patients in this survey were patients in 
the Department of Internal Medicine of the Outpatient 
Department of the New York Osteopathic Hospital and 
patients followed in private specialty practice. All were 
urban dwellers, were seen within the last 6 years, and 
had survived documented hypertension for an average 
of 17 years. The group was composed of 69 females 
and 31 males; the ages ranged from 50 to 81 years. At 
the present writing, 7 patients have died, all as a result 
of complicated hypertensive vascular disease. Of these 
7, 4 died from a combination of cerebral vascular acci- 
dents and uremia, while 3 died from congestive heart 
failure following cerebral vascular accident or infarc- 
tion. 

The minimum standards and definitions of terms 
used in this study were as follows: 

1. Electrocardiographic terminology—Ordinary 
left axis shift implied a normal tracing. Left ventricu- 
lar enlargement and strain patterns are used as in any 
modern standard text; in this study, they implied gen- 
eral myocardial damage. Conduction disturbances 
ranged from intraventricular conduction disturbance 
(QRS interval greater than .10 second) to complete 
heart block with AV node dissociation. Jnfarction in- 
cluded all grades and degrees of muscle injuries, such 
as subendocardial infarction. 

2. Roentgenographic standards.—The ordinary 2- 
meter teleroentgenogram was used in the posteroan- 
terior and left oblique projections. The cardiothoracic 
ratio was used as a measure of enlargement after cor- 
rection for body type. It is understood that cardiac 


enlargement may be present with a normal cardiotho- 


racic ratio, as occurs in so-called early concentric hy- 
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pertrophy, in which the external measurements of the 
heart are not at first altered. 

3. Clinical terminology.—Angina pectoris was dj- 
agnosed by repeated and careful history taking and re- 
examinations, and was confirmed by exercise tolerance 
electrocardiograms in 12 of the 15 cases. The category 
of cerebral vascular accident included all degrees of in- 
tracerebral circulatory damage, from mild thrombosis 
to severe hemorrhage. Azotemia implied a nonprotein 
nitrogen value above 38 mg. per 100 cc., or a blood-urea 
nitrogen level over 20 mg. 

The criteria fulfilled in this survey were: 

1. The presence of hypertension as defined 

2. The age of all patients being 50 years or over 

3. Documented duration of hypertension for at 
least 12 years 

4. Documentation of at least minimal evidence of 
hypertensive vascular disease 

5. The implication of the complicated phase meant 
evidence of cardiac, renal, or cerebral involvement. 


Results 


Blood pressure.—A diastolic pressure of 110 mm. 
Hg or more was found in 52 per cent of all cases in the 
series. 

Heart size-—Based on measurements of cardio- 
thoracic ratio in centimeters with correction for body 
type, 48 per cent had heart enlargement from a slight 
to a marked degree. 

Electrocardiographic findings and relationship to 
heart size-—Left axis shift was noted in 52 per cent 
with a conduction disturbance in 6; left heart strain 
and enlargement were found in 48 per cent, with a 
conduction disturbance in 9. Of the 48 per cent with 
left heart strain and enlargement on ECG, 21 had nor- 
mal or slight cardiac enlargement on x-ray and 27 had 
advanced cardiac enlargement. Of the 52 per cent with 
left axis shift on ECG, 39 had normal or slight enlarge- 
ment on x-ray and 13 had moderate to marked enlarge- 
ment. 

From these figures the inference might be that 
there is much more correlation between the normal 
ECG tracing and the findings on x-ray than there is in 
cases with abnormal ECG. In addition, perhaps the 
ordinary criteria for ECG interpretation require some 
adjustment. 

Relationship of heart size to diastolic blood pres- 
sure.—Of the 52 patients with diastolic blood pressures 
of 110 or more, only 24 had moderate to marked car- 
diac enlargement; thus, the remaining 28 cases with 
cardiac enlargement must be explained by some other 
factors. On the other hand, of the 24 cases with en- 
larged heart and with diastolic blood pressures of 110 
or more, 22 had ECG strain patterns. 

ECG pattern in relationship to blood pressure.— 
Of the 52 cases with diastolic blood pressure of 110 or 
greater, only 33 demonstrated left heart enlargement 
and strain patterns on ECG; 19 showed average left 
axis shift. Thus a few more than half had concurrent 
ECG abnormality. Again, some other factor must ac- 
count for the ECG tracing besides blood pressure alone. 

Interrelationship of high diastolic blood pressure, 
ECG abnormality, and cardiac enlargement.—Of the 22 
patients who had diastolic blood pressures of 110 or 
more, moderate to marked cardiac enlargement, and 
ECG hypertrophy pattern, 16 cases (73 per cent) had 
other complications, usually attributable to arterioscle- 
rosis. This is more evidence to suggest that hyperten- 
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sion is not the sole factor in the hypertensive heart dis- 
ease syndrome. 

Murmurs.—Forty-one per cent of cases demon- 
strated a basal midsystolic murmur on examination, of 
which 24 were heard in the complicated cases and in 
cases with diastolic blood pressures of 110 or over. In 
all cases, the murmur preceded the onset of complica- 
tions by at least 5 years. In 6 cases, the murmur of 
aortic insufficiency was heard, all of which occurred in 
severely hypertensive patients with complications. 

In this series, 42 per cent of the patients had de- 
veloped complications up to the moment when last seen 
in their hypertensive life of 17 years. 


TABLE I—DATA CONCERNING COMPLICATIONS 
IN 42 CASES OF HYPERTENSIVE VASCULAR DISEASE 


Complication Per cent 
Cardiac enlargement on x-ray 48 
Cardiac enlargement and strain 

pattern on ECG 48 
Congestive heart failure 21 
Angina pectoris (F-12, M-3) 15 
Myocardial infarction (F-5, M-2) i 
Cerebral vascular accidents of all 

degrees (F-4, M-3) a 
Arrhythmias 12 
Azotemia 13 


F, females; M, males. 


The incidence of complications is shown in Table 
I. It may be seen from these figures based on 100 pa- 
tients, only 7 of whom are dead, that there is a very 
close correlation between these figures and those in the 
series of 500 patients, followed until death, published 
by Perera.® 


TABLE TI—INTERRELATIONSHIP OF CARDIAC DISORDERS 


Ss 2 
SS Ses 25 
BS O28 < 
Total Number 7 21 15 7 13 12 
Diastolic 
blood pressure 
110 or greater 6 15 7 5 
Diastolic blood 
pressure less 
than 110 1 6 8 P 
Cardiac enlargement 
on x-ray 6 18* 8t 6 
Left heart 
strain pattern 
and enlargement 
on ECG 7 i7 8 5 
Occurring with 
other complications 6 15 9 5 11 11 


“16 moderate to marked, 2 slight 
+7 moderate to marked 


Multiple complications were seen more frequently 
than were single ones. The time of onset and severity 
of the complications were rather variable. Up to the 
present moment, survival time has been of considerable 
length after the onset of all complications except in 
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those patients with cerebral vascular accidents, azote- 
mia, or in cases where there was congestive heart failure 
combined with cerebral vascular accidents. 

As has been found in other surveys,**’ complica- 
tions developed more quickly in patients with fixed 
high diastolic blood pressures. Most of the complica- 
tions were not reversible ; however, marked cardiac en- 
largement did occasionally diminish somewhat when 
congestive heart failure was relieved. Otherwise, elec- 
trocardiographic, roentgenographic, and clinical compli- 
cations ran an unswerving course. The complications 
with the most serious prognostic significance were 
cerebral vascular accidents, nitrogen retention, and car- 
diac arrhythmias (Table II). Congestive heart failure, 
infarction, and cerebral vascular accidents occurred 
most often in patients having diastolic pressures of 110 
or over. Cardiac hypertrophy in itself was not espe- 
cially significant. 


Discussion 


A summary of the dynamics and pathogenesis of 
hypertensive heart disease may be seen in Chart 1. 


CHART 1—STEPS IN DEVELOPMENT OF HYPERTENSIVE 
HEART DISEASE 


Spastic contraction of arterioles | Hypertrophy 


Reduction in capacity of arterial Muscle fiber injury 


tree 


Increased pressure on the blood 


stream 


Blood pressure rises to keep 
cardiac output at status quo 


Extra load on the propulsive ac- 
tion of left ventricle to main- 
tain output 


Increase in length and tension 
of muscle fibers because the 
ventricles cannot empty them- 
selves easily 


| 


By the time cardiac enlargement is detectable clin- 
ically, both dilatation and hypertrophy have occurred. 
The hypertrophy is first concentric, an inward enlarge- 
ment of the ventricle with little change in external con- 
tour. Initially, it involves the outflow tract—the an- 
terior half of the left ventricle—and later enlarges the 
inflow tract posteriorly, seen best in the left anterior 
oblique projection. While these changes are occurring, 
the blood supply in the coronary arteries is not keeping 
pace with the increase in muscle mass, so that relative 
myocardial ischemia results. The ischemia is at first 


Cardiac reserve lower 


Fatigue 


Continued resistance, more 
energy required 


Cardiac dilatation so ventric- 
ular cavity is now larger 
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segment depression in the ECG (Fig. 1). 

This disproportion- 
ate situation is aggra- 
vated by simultaneous 
coronary sclerosis. In 
fact, the hypertension 
intensifies the sclerotic 
process in both the 
coronary and renal 
vessels.* 

Clinical features.— 
In the compensated 
and uncomplicated 
phase of hypertensive 
heart disease, the 
symptomatology is 
difficult to interpret 
because of strong sub- 
jective components 
arising from a_ basic 
anxiety personality, 
fear, too much pseudo 
knowledge from the 
public press, et cetera. 
Symptoms such as 
dizziness, weakness, 
palpitation, breath- 
lessness at rest, and 
continuous left pre- 
cordial ache are in- 
cluded in this cate- 
gory (Table ITT). 


Actually, there are no real symptoms of compen- 
sated hypertensive heart disease without advanced 
coronary sclerosis. Then angina pectoris or coronary 
occlusion often supervene. 


TABLE III—SYMPTOMATOLOGY IN HYPERTENSIVE 
HEART DISEASE 


Dyspnea on mild or mod- 
erate exertion 

Easy fatigue 

Precordial pain on effort 

Paroxysmal auricular 
tachycardia occurring 
for first time in middle- 
aged hypertensive 


Hypertensive heart dis- 
ease with early myo- 
cardial and coronary 
insufficiency 


Persistent nocturnal 
cough 

Orthopnea 

Paroxysmal nocturnal 
dyspnea and myocardial 
infarction occasionally 

Vague upper abdominal 
and digestive disturb- 
ances 


Advanced hypertensive 
heart disease 


On physical examination during the first half to 
two-thirds of a patient’s hypertensive existence, there 
is usually no distinctive cardiac abnormality. It is only 


endocardial ; it is this change which causes early S-T 


when arterial sclerosis lends its weight that any out- 
standing organic features are seen. If there is advanced 
left ventricular hypertrophy, a forceful lifting or 
thrusting apical impulse can be seen and _ palpated, 
usually around the sixth interspace, just below and lat- 
eral to the nipple. This is produced by rotation of the 
apex counterclockwise and anteriorly, especially in pa- 
tients with a high diaphragm; it is this phenomenon 
which so often produces the deep Q wave in lead II] 
of the ECG (Fig. 2). 


Fig. 2 


The second aortic sound is usually ringing or re- 
sounding. In most patients, a grade I or II blowing 
midsystolic murmur is heard at the base, produced by 
the flow of blood over areas of atheromatous roughen- 
ing at the base of the aorta. Since some degree of over- 
lying pulmonary emphysema is often present, sounds 
at the base are diminished and this murmur is then best 
heard over Erb’s point or at the xiphoid. Elongation 
and elevation of the aorta from sclerosis often pro- 
duces an elevation and kinking of the subclavian and 
right carotid arteries which produces a localized pulsat- 
ing bulge at the base of the neck, often mistaken for 
an aneurysm. 

In Table IV are listed the most important physical 
signs in early and advanced hypertensive heart disease 
without frank heart failure. 

Roentgenography and fluoroscopy.—The findings 
here are usually negative for most of the duration of 
the patient’s hypertension. The earliest left ventricular 
enlargement occurs in the outflow tract, which is an- 
teromedially located so that it does not show on x-ray 
for many years. The earliest visible change is due to 
moderate hypertrophy with dilatation, first seen as a 
slight rounding of the lower left border (Fig. 3). 
Later, there is elevation, elongation, and blunting of the 
lower left border with shortening of the cardiac waist 
(Fig. 4). As the outflow tract further elongates, the 
left ventricular border falls lower, the apex moving 
somewhat laterally (Fig. 5). Now the inflow tract en- 
larges, the apex at the same time becoming blunter and 
moving further laterally. Enlargement of the inflow 
tract is somewhat dorsolateral, so that views in the left 
oblique position should be routine. This enlargement 
causes a rounding and bulging of the lower posterior 
cardiac contour, producing closure of the retrocardiac 
space by overlapping the anterior vertebral border. At 
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TABLE IV—IMPORTANT PHYSICAL FINDINGS IN EARLY 
AND ADVANCED HYPERTENSIVE HEART DISEASE 


Frequent extrasysto!es aft- 
er exertion 


First mitral sound is boom- 
ing and muscular 


Gallop rhythm a very im- 
portant and_ consistent 
sign of left ventricular 
dilatation and impending 
failure. Usually proto- 
diastolic 


Second aortic sound is 
ringing 


Short, soft midsystolic 
murmur at base; often 
best heard at xiphoid or 
Erb’s point 

Pulsus alternans, which in- 
dicates very serious heart 
disease. Prognosis about 
2 years 


Later, soft early systolic 
murmur at apex due 
to mitral insufficiency 
caused by ventricular di- 


latation 
Auscultatory gap when 


taking blood pressure; is 
associated with pulsus al- 
ternans. Every other sys- 
tolic pulsation is absent. 
The difference between 
pulsations is 10 to 30 mm. 


Aortic insufficiency fairly 
common; usually present 
in elderly patient with 
severe hypertension; 
usually best heard at left 
sternal border 


the same time, the so-called aortic triangle enlarges to 
an obtuse shape. 

The work of Kleinfeld and Redish,® who followed 
the progress of cardiac size of 45 hypertensive patients 
over a period of 5 to 20 years, is of interest in this con- 
nection. In 10 cases, cardiac size remained normal for 
5 to 10 years; in 13, cardiac size remained normal 
over 10 years; in 24, there was progressive cardiac en- 
largement; in 18, no change was noted; and in 3, there 
was very sudden enlargement. Reduction in heart size 
was seen when very high blood pressures were reduced 
by definite measures. 

Electrocardiography in hypertensive heart disease. 
—In at least 40 to 50 per cent of all cases of moderate 
to severe hypertension, the ECG is normal or noncom- 
mittal. In two separate surveys made recently, the ECG 
was abnormal in only 6 per cent of 465 patients with 
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Fig. 4 


hypertension and in a mere 33 per cent of 154 patients 
with definite hypertensive vascular disease.?°" 

The usual findings at first are those indicating left 
ventricular enlargement: left axis shift, R plus S= 
25 mm. or more, and beginning depression of the S-T 
segment in lead I. The T waves are low or inverted in 
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lead I. In a large proportion of cases, the T wave was 
only low or diphasic rather than inverted, in association 
with the other findings. In the precordial leads, the 
R wave in V;, and V, are usually greater than 25 mm.. 
with S-T depression and T-wave changes as in lead | 
(Tig. 6). 

As heart strain progresses, S-T depression in- 
creases in leads I, V;, and V, with reciprocal elevation 
in lead ITI and a deep S, ( Figs. 7, 8, and 9). Intraven- 
tricular conduction disturbance is common, and later, 
bundle branch block is seen fairly regularly. In this se- 
ries, conduction disturbances were seen in 15 per cent 
of cases, occurring 50 per cent more often in tracings 
that showed strain patterns. 

Congestive heart failure in hypertensive heart dis- 
case.—This stage is the end result of a combination of 
pathologic circumstances including advancing coronary 
sclerosis, left ventricular hypertrophy and dilatation, 
myocardial fibrosis, and, finally, loss of reserve of the 
left ventricle with decreased ability to perform work in 
relation to increased filling pressure. Contractility is 
impaired and dilatation proceeds unimpeded. A back- 
ward shunt of blood dilates the left atrium, leading to 
congestion of the pulmonary circuit with early symp- 
toms of dyspnea on mild or moderate exertion and noc- 
turnal cough. Increasing left ventricular dilatation 
leads to a relative mitral insufficiency. Eventually, all 
chambers of the heart become overloaded and dilated 
(Figs. 10 and 11). The greatest cardiac enlargements 
are seen in congestive heart failure with dilatation and 
hypertrophy existing simultaneously. 

The important and consistent physical signs in hy- 
pertensive congestive heart failure include: Apical 
systolic murmur due to functional mitral insufficiency, 
gallop rhythm, softening of muscular sounds and of 
second aortic sound, P, greater than A,, and pulsus 
alternans. Atrial fibrillation is the commonest arrhyth- 
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mia. It occurred in 25 per cent of a series of 158 cases 
of hypertensive congestive heart failure.’ 

Heart failure in hypertensive heart disease fre- 
quently resists stubbornly the standard therapeutic rou- 
tines. In enumeration of the factors which commonly 
contribute to refractory heart failure, the following ap- 
pear most often: 


Digitalis administration Anemia 


Physical and emotional  Avitaminosis 


stress 


Sodium intake Masked hyperthyroidism 


Chloride depletion Recurrent pulmonary em- 
boli 

Diuretics Hypertension (seldom con- 
sidered) 


Fig. 8 
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Fig. 9 


It has been shown that a lowering of the resistance 
in the systemic arterial system and reduction of en- 
gorgement of pulmonary circulation may lead to res- 
toration of cardiac compensation after all other meas- 
ures have failed.’* Arterial resistance may be effectively 
reduced by the use of ganglionic blocking agents, while 
relief of increased pulmonary-vascular pressure can be 
obtained with nitroglycerin. The simple procedure, 
phlebotomy, has been very effective in reversing resist- 
ant cardiac recompensation by virtue of the same ra- 
tionale. 


Comment 


Before any further discussion is attempted, it must 
be stated that the value of a survey of this type is neces- 
sarily limited. Even though certain standards for this 
study were set up and adhered to, any conclusions 
which might be drawn therefrom must be accepted with 
caution because of acknowledged inadequacy of scien- 
tific criteria, number of cases, follow-up of cases, and 
postniortem material. This report represents a glimpse 
of a selected segment of adult population at a particular 
stage of their disease. It should be regarded as a spring- 
board for further inquiry rather than as a delineation of 
a final picture. 

Notwithstanding this properly scientific conserva- 
tism, several very interesting aspects of hypertensive 
vascular disease have been pointed up and deserve fur- 
ther scrutiny. 

It is rather striking that in a clinic which deals 
largely with a female geriatric type of practice, which 
is acknowledged to represent the most fertile soil for 
the growth of hypertensive disease, a search of over 
750 case records yielded only 66 cases of genuine hy- 
pertensive heart disease. The reasons for this relatively 
small percentage are not immediately evident. A high 
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degree of correlation was noted between hypertension 
and hypertensive vascular disease with certain physi- 
ologic states, particularly obesity, the onset of the cli- 
macteric, and with hypothyroidism. While the simul- 
taneous occurrence of the first two of these conditions 
with hypertension has been mentioned many times be- 
fore, the possible relationship of hypothyroidism to 
hypertensive disease has apparently not been explored. 

Some degree of hypometabolism occurred in 75 
per cent of our female patients and, as far as can be 
determined, the hypometabolic state preceded the onset 
of the hypertensive disease in every case. As a matter 
of corollary interest in at least 35 hypertensive female 
patients not included in this series, treatment of their 
hypometabolism exclusively resulted in prolonged re- 
mission of their hypertension to normal levels. With- 
out further searching, it is my feeling, based on obser- 
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vation, treatment, and follow-up, that hypertension in 
these cases is the end result of a mechanism which is 
compensatory for underactivity of the pituitary-thyroid 
axis. This mechanism is possibly a responding com- 
pensatory overactivity of the adrenal cortex to main- 
tain homeostasis through increase in sympathetic tone, 
vasoconstriction, and sodium and water retention. Fur- 
ther detailed investigation of this rationale should prove 
interesting. 

Analysis of the figures obtained from study per- 
taining to the interrelationship of high diastolic blood 
pressure, cardiac size, ECG changes, and clinical com- 
plications appears to bear out the original impression 
that hypertension by itself is not too far-reaching a dis- 
ease and that only with the added weight of vascular 
sclerosis does hypertension become clinically important. 
The presence of persistent high diastolic blood pressure 
definitely was not sufficient to produce either cardiac 
or electrocardiographic changes in a significant number 
of patients. Similarly, simultaneous abnormality of 
diastolic blood pressure, cardiac size, and ECG pattern 
was seen only when other complications developed, 
with few exceptions. The presence of arteriosclerosis 
apparently explains the chronology of these events. 
Perhaps, also, other factors may account for cardiac 
hypertrophy and ECG abnormalities. For example, it 
is conceivable that imbalance of electrolytes in cardiac 
muscle may account for these changes. The compensa- 
tory endocrine dysfunction mentioned previously might 
well influence electrolytic alterations of this nature in 
many cases. Such electrochemical changes can lead to 
loss of elasticity and contractility, decrease in re- 
sponse to stimuli, local thickening and edema, and fail- 
ure to utilize oxygen. 

The pattern of development of complications in 
this group of patients was interesting and significant. 
Of the 42 patients with complications, 30 demonstrated 
more than one complication, developing or existing 
simultaneously. Most of the complications have com- 
mon etiologic background with arteriosclerosis. Many 
of the complications were also related in some cases as 
cause and effect, such as congestive heart failure and 
azotemia. Cerebrovascular accidents, uremia, myo- 
cardial infarction, and arrhythmias were seen to a great 
extent in the presence of other complications and were 
noted preponderantly in patients with diastolic pres- 
sures above 110. Cerebrovascular accidents and azote- 
mia are apparently associated with serious outlook and 
short survival. It is interesting that arrhythmias also 
fall into this category, as suggested by these findings. 
The assigning of a serious significance to the cardiac 
arrhythmias in hypertensive heart disease is new in my 
experience, in relation to the literature and clinical prac- 
tice. Perhaps they are more important prognostically 
than is realized. If this is so, then the mechanism which 
give rise to the arrhythmias deserve more definite 
clarification. 

Angina pectoris occurred as an early complication 
and was not especially associated with any other abnor- 
mality. So-called pseudoangina was frequently encoun- 
tered. This syndrome consists of a left precordial ache 
with radiation, aggravated only by palpation, deep 
breathing, and movements of the trunk. The central 
part of this pain, brought out by palpation, is usually 
over the left third, fourth, and fifth costochondral junc- 
tions, so that the name “costochondral syndrome” has 
been applied. The exercise tolerance ECG is negative. 
This syndrome is met with most often in hyperkinetic 
females in the climacteric period. 

Comparison of the incidence of complications in 
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this series with those in Perera’s® series of 500 patients 
is rather revealing. A poor correlation of x-ray with 
ECG findings in connection with cardiac enlargement 
was noted in both series. Perera has stated that on the 
average, left ventricular hypertrophy is seen on x-ray 
about 8 years before death; similar figures are not 
available for the electrocardiogram. The percentage of 
occurrence of cardiac damage on ECG, angina pectoris, 
myocardial infarction, aortic aneurysm, cerebral vascu- 
lar accident, and uremia is very similar in both series, 
as is the interrelationship among these conditions. Con- 
gestive heart failure is a late complication and is the 
result of a combination of other factors, so that the 
percentages in this instance show a wider difference 
because Perera’s patients were followed for longer 
periods until death. The complications which were en- 
countered and enumerated are all attributable to arterio- 
sclerosis, to the best of present knowledge. The rela- 
tively long survival time with complications listed in 
Perera’s series is interesting in light of the fact that 
most of our patients are still alive with the same com- 
plications in similar proportions. 

When these features are considered, certain im- 
pressions emerge: 

1. That the complications in hypertensive heart 
disease are attributable mainly to arteriosclerosis 

2. That these complications develop earlier than 
is usually believed, that they are most often multiple, 
and that their occurrence and rate of progression are 
proportional to the degree of regional vascular sclerosis 

3. That fairly severe hypertension may exist for 
as long as 20 years, most of which is after age 50, with 
few ill effects, especially in males 

4. That the complications associated with hyper- 
tensive vascular disease probably are not intensified in 
any great measure by hypertension itself. 

These impressions tend to be corroborated by com- 
parative study of the results of other surveys in addi- 
tion to the one already mentioned. 

The question of whether hypertension or arterio- 
sclerosis is either cause or effect remains unsettled. 
Study of the best scientific evidence leads us to believe 
that when hypertension and arteriosclerosis co-exist, 
they are mutually accelerative and reciprocally intensi- 
fied. The results of this survey, together with com- 
parative studies, lead to the conclusion that such is 
really the case, with the important addition that, once 
arteriosclerosis becomes well developed, at least after 
age 50, it bears the chief responsibility for rendering 
important the hypertensive disease syndrome. It is ac- 
knowledged that certain little known factors greatly 
influence these processes. Such factors include the 
periodicity and remissibility of hypertension and prob- 
ably dietary and endocrine influences on arteriosclerosis. 


Summary and conclusions 


It may be said that primary or essential hyperten- 
sion of long duration assumes more and more the po- 
sition of a nonprogressive benign condition which, in 
the absence of cardiac, cerebral, or renal vascular dam- 
age, is compatible with normal life expectancy in pa- 
tients over 50 years of age. Hypertensive vascular dis- 
ease emerges as a chronic syndrome of multiple 
pathology, more common in women, lasting for almost 
2 decades before its complications lead to fatality. The 
complications and eventual illness tend to occur earlier 
than usually suspected, in multiple form, and are re- 
lated to vascular sclerosis and heart disease. Death 
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from some form of cardiac disease occurs in 60 to 75 
per cent of cases. 

It is my feeling that studies on hypertension place 
excessive importance on such features as the relation- 
ship of blood pressure levels to various age groups. 
There is a definite need for long-term studies correlat- 
ing blood pressure levels with the incidence of subse- 
quent complications, which in turn should be correlated 
with life expectancy. A principal objective of basic 
research must be the clarification of the physiologic 
dynamics and chronologic relationship linking hyper- 
tension and vascular sclerosis. As suggested by com- 
parative study, the rate of progression of hypertensive 
vascular disease deserves a closer look. Another fertile 
field for investigation which suggests itself prominently 
involves the problem of hypertension and endocrine 
dysfunction, with special interest on the thyroid gland. 

1. Essential hypertension is relatively benign in 
the absence of coronary, cerebral, or renal arteriosclero- 
sis in patients past 50 years of age. 

2. The complications of hypertensive vascular dis- 
ease are related chiefly to arteriosclerosis and cardiac 
disease with diastolic blood pressures greater than 110 
mm, being present in a slight majority of cases. 

3. In the presence of arteriosclerosis ; complica- 
tions of hypertensive vascular disease tend to develop 
in multiple form. They appear earlier and endure long- 
er than is usually suspected. 

4. Cerebrovascular accidents, azotemia, and cardiac 
arrhythmias are suggested as the complications of hy- 
pertensive heart disease with the gravest prognostic 
significance. 

5. A poor correlation exists between x-ray and 
electrocardiographic findings as related to cardiac en- 
largement in hypertensive disease. 

6. The electrocardiographic pattern tends to con- 
form more accurately to the total picture when cardiac 
enlargement and diastolic blood pressure of 110 mm. 
or greater coexist. 


ENURESIS* 


JOHN M. HOWARD, D.O. 


Mission, Kansas 


I. THIS DISCUSSION, enuresis will mean invol- 
untary emptying of the bladder, either consciously or 
unconsciously. It will not include the incontinence in 
adults and children which develops following illness, 
trauma, or surgical procedures. 

All children lack day and night bladder control un- 
til after the twelfth to eighteenth month of age. By 
this time the average normal child develops daytime 
control, but continues to have nighttime incontinence 
until about 30 to 36 months of age. By the end of this 
time, night sphincter control should have been de- 
veloped. 

If lack of bladder control persists after the age of 
3, the child may be said to have enuresis.'’ About 20 to 
25 per cent of all children are reported to suffer enure- 


*Presented at the annual meeting of the American College of Osteo- 
pathic Pediatricians, Dallas, Texas, July 13, 1957. 
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7. Prolonged high diastolic pressure alone does not 
produce cardiac x-ray or ECG abnormality in any ap- 
preciable degree. 

8. The possible relationship between hypertension 
and hypothyroidism has been discussed. 

9. Suggestions are made regarding channels of in- 
vestigation of greater practical importance in hyperten- 


sive heart disease. 
40 E. 61st St. 
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sis.* Some authorities think the percentage would be 
even higher if parents were aware that the condition 
is abnormal and reported its presence to their physician. 

Enuresis is one of the most common complaints in 
pediatric practice, and the results of treatment depend 
to a degree upon the approach used when dealing with 
this condition. 

There are two varieties of enuresis: diurnal enure- 
sis or daytime lack of control, and nocturnal enuresis 
or nighttime incontinence. 

The causes of enuresis are divided into two groups: 
functional and organic. According to Campbell,* about 
90 to 95 per cent of all cases are of the functional 
variety. The most common cause of enuresis according 
to the majority of writers is poor habit training. The 
mother either does not know how to train the child or 
she is not interested enough in the condition to exert 
the effort necessary to proper training. In other in- 
stances, the mother feels that she must work, and in 
this important formative period for the infant, she 
relegates the care and training to a baby sitter, a nurs- 
ery, or a little interested relative. Such a situation often 
creates confusion, anxiety, and insecurity in the child. 
The possibility of emotional repercussions is easily un- 
derstood when it is realized that the child is expected 
to develop a moderately inflexible behavior routine when 
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he may not see a positive reason for this new behavior. 
Also, he may not understand his often unavoidable 
failures to achieve his newly instituted goals. Habit 
training is often difficult for the child who has only his 
mother to please or displease, but the child who spends 
part of his day with someone other than his mother 
faces the problem of adjusting to at least two different 
approaches to his habit training. 

Another common cause of functional enuresis is 
emotional instability manifested by persistent infantile 
traits. In addition to involuntary bladder control, the 
child will want to wear diapers, suck on a bottle, cling 
to his mother, and sit on her lap. Another emotional 
cause is a feeling of insecurity which may result from 
parental incompatibility and lack of attention. Here the 
child wets the bed in order to get attention that he 
might not otherwise obtain. In some cases a child is 
made too conscious of habit training by overzealousness 
on the part of his parents. 

Bakwin® disagrees somewhat with the emotional 
instability phase as a causative factor. He thinks it 
may contribute to the condition, but feels that these 
children have an inborn developmental retardation 
which makes them slower than usual in attaining the 
age of continence. He cites one study® in which electro- 
encephalographic tracings done on enuretic children 
showed a large proportion of abnormal waves. He also 
states that these children void larger quantities of urine 
at night than in the daytime, which is a reversal of the 
condition in the nonenuretic child. Bakwin, however, 
is in a minority in this opinion. 

Bakwin* also states that there is some hereditary 
tendency toward enuresis. Campbell‘ disagrees with 
this theory, and states that environmental factors help 
to predispose to enuresis. In questioning the parents, 
it is often found that one or both suffered from enure- 
sis. Campbell thinks that these parents consider the 
question lightly. They also discuss in front of the child 
the fact that they suffered from enuresis. These parents 
have no incentive to institute early habit training. 

Some writers blame sound sleeping for bed wet- 
ting. They think that the child, being nervous and 
anxious, uses up so much energy in a day’s activity 
that he sleeps too soundly at night to realize that he 
has the urge to empty the bladder. Campbell* feels that 
a normal child will awaken to empty the bladder, while 
the emotionally unstable child will not awaken. 

Another theory is that indulging in too much liquid 
during and after the evening meal causes enuresis. 
Campbell again disagrees with this theory, and states 
that the enuretic child will empty the bladder with only 
2 ounces of urine in it as quickly as one with 6 ounces 
in it, and that the normal child will awaken during the 
night even if he has ingested large quantities of fluid. 

The most common organic lesion found responsible 
for enuresis is stenosis or stricture of the external 
urethra. The next most common lesion is trigonitis. 
Other organic causes include cystitis, pyelitis, nephritis, 
prostatitis, vulvitis, and inflammation of the verumonta- 
num. Other pathologic conditions contributing to enure- 
sis are cord tumors, diseases of the central nervous 
system, pinworns, and foreign bodies in the bladder 
and rectum. Spina bifida occulta is not a cause of 
enuresis. About 30 per cent of all individuals have it 
but the percentage of enuretics in this group is not 
higher than that found within the group who do not 
have this abnormality.’ 

Campbell* states that bladder control is a lower 
are reflex, and that enuresis often results from a para- 
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sympathetic imbalance. If this theory is true, it sub- 
stantiates the osteopathic principle of musculoskeletal 
defect in the lumbosacral area as a causative factor in 
enuresis. In the lumbar area, the autonomic ganglia lie 
on the bodies of the lumbar vertebrae. If musculoskele- 
tal defects are present in this area, there is an imbalance 
in the autonomic nervous system so that an abnormal 
parasympathetic stimulus is definitely a_ possibility, 
Parasympathetic stimulation to the nerve segments 
supplying the bladder can result in hypertonicity of the 
smooth muscle of the bladder. With parasympathetic 
stimulation in bladder contracture, there is an associated 
lack of sympathetic stimulation to the bladder sphincter 
which results in the discharge of urine. 

In diagnosing enuresis, the only symptom that is 
constant is the involuntary discharge of urine. In fune- 
tional enuresis, the urine usually flows freely and in an 
uninterrupted manner. In organic lesions, the urine 
may flow in a small stream with intermittency. There 
may also be leukocytes and erythrocytes in the urine. 
The pH of the urine is not significant; highly acid 
urine is not a cause of enuresis. When questioning the 
parents, it is often possible to determine if an unhealthy 
emotional climate exists in the home. However, in many 
instances repeated visits are necessary to bring out 
underlying emotional stresses existing within the fam- 
ily group. 

There is no specific treatment that may be em- 
ployed in the management of enuresis. Since most cases 
are due to psychogenic factors, this problem must nec- 
essarily be attacked with vigor. When superficial ther- 
apy is unsuccessful, it is often necessary to institute 
intensive treatment with a competent psychotherapist. 

The most important thing in the treatment of fune- 
tional enuresis is to institute proper habit training. 
Most parents do not have the least conception of what 
this means. Some mothers are overanxious and attempt 
to institute habit training before the child is ready to 
meet this new experience. Far more mothers, however, 
fail to institute habit training at the proper age, because 
it takes too much time, is too much trouble, or because 
they do not know when to start this procedure. 


When the child is old enough and strong enough 
to sit up well, he should be placed on a suitable toilet 
seat immediately after each meal and upon arising, and 
he should remain there until the bladder is emptied or 
until he exhibits restlessness. Many children feel secure 
on a toilet seat, but it should be mentioned that some 
children are quite fearful and tense when their feet 
are not touching a solid surface. Such children will de- 
velop successful toilet attitudes if they can place their 
feet upon a stool or if they can sit in a training chair 
where they realize both the security of their feet on the 
floor and support from the chair sides. The mother 
should be unemotional in her approach and act no dif- 
ferently toward the child than if she were placing him 
on a chair or in a stroller. When the child achieves 
success at the toilet he should be praised and his success 
acknowledged. When he fails, however, he should not 
be punished or ridiculed. 


Proper habit training requires patience and perse- 
verance on the part of the parents. Unfortunately, some 
parents feel that infantile traits are cute and therefore 
encourage their continuance. Use of the bottle should 
be discontinued and every effort made to see that the 
child is treated as he should be for his age. Playing 
with children of his own age should be encouraged. 
When insecurity is felt by the child, the parents should 
be told not to exhibit their incompatibilities in his pres- 
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ence and to give him the attention and affection that he 
deserves. 

When the child is old enough to understand, his 
problem should be discussed with him. He must be 
assured that his condition is neither hopeless nor gross- 
ly abnormal. The parents should be helped to see that 
the problem often stems from emotional incompatibili- 
ties within the family group. Those children who seem 
to overindulge in fluids in the evening should be fed a 
moderately dry evening meal and their fluids restricted 
after supper. The bladder must be emptied before 
retiring. 

Many drugs have been employed in the treatment 
of enuresis, but the only one which has stood the test 
of time is belladonna. This drug is a parasympathetic 
depressant, and since many cases of enuresis have an 
associated hypertonic bladder, this drug is of value. 
Tincture of belladonna is the form usually employed.® 
The average dose is 1 drop per year of age per dose 
initially. The drug is then increased 1 drop per dose 
per day until the point of toxicity is reached. Toxicity 
is exhibited by dryness of the mouth and flushing, but 
rarely dilatation of the pupils in the child. When the 
point of therapeutic result is reached, the dosage is de- 
creased by 2 drops, and this amount continued for at 
least 4 weeks following results.? 

Children who are 5 to 6 years of age may require 
as high as 30 drops at a single dose to control the 
symptoms. If the child has only nocturnal enuresis, 
this medication is given only at night. If there is 
diurnal involvement, the medication is given morning 
and night in the same dosage. When the drug is with- 
drawn, it is done slowly over a 2-week period. 

For the child who seems to be a sound sleeper, 
Dexedrine may be employed. This is given at bedtime, 
either in a 5 mg. tablet or for an older child a 10 mg. 
spansule. Testosterone has been used with some re- 
ported good results. Since enuresis is associated with 
parasympathetic imbalance, it is only logical that osteo- 
pathic manipulative therapy should be regularly em- 
ployed as a part of the therapeutic program. Correction 
of the musculoskeletal defects in the lumbar area should 
normalize the autonomic imbalance. In those cases 
where psychologic problems are marked, psychiatric 
treatment for the patient and his parents may be sug- 
gested. 

When intensive medical and psychologic therapy 
has been tried for several months without results, the 
child should then be referred for complete urologic ex- 


P It is interesting that, while much has been written on 
the rise of specialties, no one, to the best of my knowl- 
edge, has noted the fact that specialties also die. Nor has 
much study been given to the generic phenomenon of 
specialism in medicine, that is, to the varieties of de- 
termining forces which engender specialism in medicine. 
There are a number of competent histories, each of which 
treats of the origin and development of an individual 
specialty. But there is no history of specialism as such. 
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The birth and death of specialties 


amination. This is usually not done under the age of 
4, and the urologist chosen should be one who is fa- 
miliar with children and will handle the child in a gentle 
manner. 

The prognosis is generally favorable. Most chil- 
dren with enuresis will eventually overcome this annoy- 
ing habit. In general, it may be said, that the younger 
the child is when treatment is instituted, the better will 
be the results. If the condition has not been corrected 
by adolescence, however, the prognosis is not too fa- 
vorable. In some cases, enuresis continues into adult 
life. 

Mental stresses sometimes cause the return of 
enuresis in adults. While we are not as conscious of 
the problem, statistics issued by the Army have shown 
that enuresis in adults is not too rare. In World War 
II, there were 280,000 cases of enuresis reported among 
10,000,000 draftees. It is interesting to note that enu- 
resis Was rare among officers.” 

After all of the physician’s work and treatment, 
the cure of functional enuresis is really up to the pa- 
tient. When he realizes a need to become more mature 
he will be better able to stop bedwetting. Cases of 
organic enuresis will be corrected by proper urologic 
treatment. 


Summary 


Causes and diagnosis of functional and organic 
enuresis have been discussed, with stress laid upon the 
functional variety. Methods of treatment have been 
suggested ; proper habit training, treatment with drugs, 


and referral for urologic or psychiatric help. 
5906 Woodson Road 
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That confronts us with an intriguing problem. For 
surely it must have struck many a thoughtful person that 
the phenomenon of specialization, not merely in terms of 
the specialties developed but as a dynamic experience 
within medicine itself, merits study and exposition. How 
is it then that there are so many individual histories of 
individual specialties but no analytic or dynamic history 
of specialism?—Iago Galdston, M.D., Journal of the 
American Medical Association, August 23, 1958. 
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the CHRONIC 
BRAIN syndrome* 


GROVER N. GILLUM, B.S., D.O., F.A.C.O.I. 


Chairman, Department of Internal Medicine 
Kansas City College of Osteopathy and Surgery 
Kansas City, Missouri 


B ECAUSE I HAVE practiced as an internist for 
many years I may not delineate the chronic brain syn- 
drome with the exactness of the psychiatrist, and I may 
add to or alter the picture because of a considerable 
ameunt of experience with the borderline cases that are 
encountered in the broad range of diseases which are 
the specific responsibilities of the practicing internist. 
In reviewing various cases of these diseases, including 
many degenerative diseases of the middle aged or older 
person, one may note mental changes which have not 
reached the point where the patient is likely to be re- 
ferred to a psychiatrist. The opportunity is daily pre- 
sented to the internists to recognize these minimal 
changes of the chronic brain syndrome. 

The Committee on Nomenclature and Statistics of 
the American Psychiatric Association’ lists many va- 
rieties of chronic brain syndrome: namely, congenital 
disorders, such as spastic paraplegia and mongolism ; 
meningoencephalitic and meningovascular diseases; 
those due to syphilis ; those associated with intoxication, 
brain trauma, convulsive disorders, and cerebral arterio- 
sclerosis ; and a variety of others. I shall therefore, by 
necessity, limit this discussion to early manifestations 
of chronic brain syndrome which develop beyond mid- 
dle age or in the older patient and are associated with 
some degree of atherosclerosis or metabolic changes not 
resulting from other specific causes such as trauma and 
syphilis. 


Anatomy and physiology 


The brain is constituted of a highly integrated and 
intercommunicating system of organs. Grossly it is 
comprised of the medulla, pons, cerebellum, dienceph- 
alon, and cerebrum. To supply these structures a unique 
formation of blood vessels is found. Since the way in 
which these vessels are distributed has an important 
relationship to several pathologic lesions, it is necessary 
to give summary consideration to them. 

The remarkable anastomosis of the arterial circle 
of Willis is the basic arterial communication helping to 
equalize arterial pressures on opposite sides of the 
brain, and also to aid in supplying blood should some 
of the smaller or even larger vessels of origin or dis- 
tribution become occluded. From this circle branch the 


*Presented at the annual meeting of the American College of Osteo- 
pathic Internists, San Diego, California, September 27, 1957. 
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paired anterior, middle, and posterior cerebral arteries; 
the anterior and posterior communicating arteries com- 
plete the circuit.* 

While end arteries in the strictest sense do not uni- 
formly exist in the brain, the inadequate number of 
large anastomoses in the brain poses a serious threat of 
brain damage from lack of oxygen. The chances there- 
fore for an efficient collateral circulation to an ischemic 
area are remote. 

At one time it was thought that maintenance of a 
balance of arterial pressure would insure adequate 
blood supply to the brain under most circumstances. 
According to Bard,’ this is not the only factor involved, 
although it is an important one; preservation of normal 
arterial pressure does provide an adequate blood flow 
through the central nervous system, and passive changes 
in vascular size do occur in connection with pressure 
alterations. This would constitute an “extrinsic” con- 
trol, regulating the circulation from an extracerebral 
source. 

It has been found that cervical sympathetic stimu- 
lation can produce stronger and more widespread vaso- 
constriction in the cephalic circulation outside the 
cranium than within its confines. Even a weak stimula- 
tion may cause the extracranial action to shunt blood 
so that an increased flow within the brain results. It 
has been experimentally shown in cats that section of 
of the cervical sympathetic does not affect cerebral 
blood flow, though the extracranial vessels controlled 
by that nerve may undergo an increase in flow. More- 
over, it has been found in humans that blocking of the 
stellate ganglia does not significantly alter cerebral 
blood flow in either normal or hypertensive individuals. 
Bard summarizes the findings in this way: “. . . the 
vasoconstrictor supply of the vessels of the brain is 
limited in distribution and potency and does not exert 
any tonic effects.” 


Vasodilator nerves to the cerebral vessels, which 
have origin in the seventh cranial nerve and are dis- 
tributed in the geniculate ganglion and great superficial 
petrosal nerve, finally reaching the pericarotid plexus, 
have also been found to exist. Little is known about 
their action, but it has been suggested that they have a 
tonic action and contribute to the intrinsic control of 
the cerebral circulation by their predominately dilator 
effect. 

However, the most important known factor in con- 
trol of cerebral vessels is the dilator effect of the prod- 
ucts of metabolism. Dilatation of the cerebral vessels 
may occur in connection with temperature rise, increase 
in carbon dioxide or hydrogen-ion concentration, or 
decrease in oxygen tension. This control is based on 
the metabolic activity of the neurons, which causes the 
blood supply to rise or fall as the metabolic process 
necessitates. That this metabolic activity has a wide 
range has been demonstrated by recently developed 
technics for determining cerebral blood flow and ar- 
teriovenous oxygen differences. 


As an example of the neuronic complexity of the 
brain, I may mention that the cerebral cortex alone con- 
tains more than ten billion neurons, not including the 
infinite number of dendrites and axones and the multi- 
tude of neurons within the large and small nuclei of the 
brain. When one adds to this complexity of histology, 
the colloids, the electrolytes, the enzymatic systems— 
acetylcholine, cholinesterase, cholinacetylase, sympathin, 
amine oxidase, adenosinetriphosphate ; the oxygen and 
carbon dioxide tension, and the infinite variety of other 
physical factors, and chemistries, one may readily see 
how the slightest anatomic change, environmental shift, 
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or stress can produce alteration and flux leading to or- 
ganic as well as psychologic changes.‘ 


Causative factors 


Heredity.—\t is a well-known clinical finding that 
in some families there is a slowing down of mental 
activity with age, and mild symptoms suggesting a re- 
tardation of mental processes and inability to learn as 
rapidly from a changing environment. These almost 
imperceptible mental alterations usually do not begin 
before the ages of 55 to 60, and are unequivocally more 
than gradational changes accompanying the aging proc- 
esses. Members of other families, however, may uni- 
formly reach the ages of 80 or more and continue to 
occupy positions of influence and importance, showing 
a high degree of mental acuity and a perceptive and 
analytical outlook. It is difficult to reduce this conclu- 
sion to statistical fact and impossible to balance-it with 
all the physical and environmental factors. 

Atherosclerosis.—Aging processes begin even in 
youth, as shown by the common observation of change 
in skin texture, lack of elasticity of the subcutaneous 
tissues, change in coloring of the hair, and slowing of 
body movement. Athersclerotic changes are frequently 
found at 20 years of age or younger, and increase par- 
ticularly in middle age and the declining years. Even 
young soldiers dying in the Korean War were fre- 
quently found, on histopathologic study, to have sig- 
nificant arterial changes.° Accompanying these are 
fibrotic changes in the blood vessels and alteration 
of metabolic activities. Only the dim outline of many 
of these variables can be seen, and the explicit ex- 
planation is lacking. Within certain limitations we may 
apply here in part the old aphorism of Still: “The rule 
of the artery is supreme.” 

Stress.—In recent years Hans Selye,® in his monu- 
mental book, Stress, has treated the factors of stress in 
a broad general way and has called the general effects 
and reactions in the body the “general-adaptation syn- 
drome.” According to Selye a great many diseases can 
result from alteration in adaptation to stress. When it 
was demonstrated that sudden disintegration of lymph- 
atic structures such as lymph nodes and the thymus 
could occur, or that secondary edema could result from 
alarm reactions, the significance of the adaptation syn- 
drome became more manifest. 

Wherever there is an alarm reaction, no matter 
what it may be, a series of physiologic and in man 
psychologic processes ensues. These begin with the 


sudden liberation of adrenalin, increased blood pressure, - 


and speeding of the heart rate. The increased libera- 
tion of adrenalin stimulates the hypothalmus or pos- 
sibly, according to some, the pituitary directly ; in turn 
the pituitary liberates corticotropin. This hormone 
then stimulates the adrenal glands to the production of 
complicated hormones which have a profound effect 
upon protein and carbohydrate metabolism and electro- 
lyte balance. These physiologic processes enable the 
body to carry on a defense by fight or flight. The 
soldier in battle, for example, may be active for days 
without rest or sleep, which he would not be able to do 
if it were not for the continuing hyper-response of 
the pituitary and the adrenals. 

Selye has shown that in the minor stresses as well 
as in the major ones these profound changes occur, 
and in many instances the general adaptation of the 
organism may be inadequate to withstand profound 
metabolic changes. Pathologic processes may ensue in 
virtually all tissues and organs of the body. 
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Psychodynamics.—The id is the primitive base or 
reservoir of the mind, lying as a great pool of the in- 
stincts. At the bottom of this are the tension-develop- 
ing, primitive drives ; namely, self preservation, hunger 
and sex. These are molded into psychic shape in the 
development of personality at a given time and place. 

Above this lies the ego which is important in the 
organization of the mind and the development of mem- 
ory, reason, and a broad spectrum of intellectual 
powers. It comprises the higher faculties of man. At 
the highest functioning level is the super-ego which 
may be considered as conscience; this operates at 
the level of the abstract, and comprises the highest 
ideals of the personality. The id, the ego, and the 
super-ego are all correlative, but bring into play oppos- 
ing forces as well in the development of the person- 
ality. Repression, overcompensation, identification, 
rationalization, projection, and conversion operate as 
powerful psychodynamic forces in the psychic mani- 
festations of the individual. 

Environment.—Environment may alter the indi- 
vidual’s psychologic reactions so as to produce frustra- 
tions, depressions, and frank mental changes. To 
switch from one environment to another—the general 
stresses of making a living one place and then having 
to go to another for a change of occupation, the break- 
up of the family home, the scattering of friends and 
relatives to distant areas, the mechanization of our 
modern life, the changing of our mores, the question- 
ing of man’s position in the universe by modern science, 
the centering of men’s minds in material things, and 
the weakening of the tenets of religions—all of these 
complex factors bring about psychologic changes which 
may actually produce organic manifestations. 


Symptoms 


The longer men live, 
The more time there is to think. 
To think is to grow, 
and, growing, live. 


It is quite likely that in the average person there 
is at least a psychologic deterioration from very early 
life; most certainly this occurs in many after the com- 
pletion of high school and college. This is indicated 
by extreme limitations individuals impose upon them- 
selves by a mere pursuit of their jobs with no interest, 
or very little interest, in current science, invention, lit- 
erature, art, philosophy, or broad cultural and social 
movements. They “kill time” in their leisure hours by 
spending all of it in games, cards, and at the local bar. 
These activities are relaxing and as such commendable, 
but at the expense of the mentally stimulating and 
broadening elements of life are surely not to be encour- 
aged. The individual must consequently suffer a psy- 
chologic deterioration through lack of exercise of his 
natural faculties. 

Most certainly a slowing down in the mental 
processes and alteration in personality, a desire to drift 
with the tide, and a Jessening of the desire to carry on 
the job must not be taken lightly. Psychologic changes 
then become mirrored in the individual’s behavior: he 
is not so interested in his environment or personal 
appearance; he becomes slovenly in habits and is 
satisfied to learn of significant current affairs by a 
glance at the top line of the newspaper; he indulges 
in rambling conversation and is not so decisive in his 
thinking. He is likely to hearken to times past, speak- 
ing of “the good old days,” deriding the morals, hon- 
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It is quite likely that in 
the average person there is at least 
a psychologic deterioration from 
very early life; most certainly this 
occurs in many after the completion 


of high school or college 


esty, and integrity of people of the modern world 
and glorifying nearly all things in the past. This shows 
a certain loss in mental synthesis and the estimation 
of values, as well as inability to cope with the changing 
environment. Characteristically, there may be slight 
memory defects for things of recent occurrence, while 
remembering with utmost detail occurrences that hap- 
pened many years ago. These as well as a great many 
other similar symptoms are indicative of the early 
brain syndrome. 

To stem the tide of aging it is urgent to cultivate 
an interest in the smallest thing: To live instead of 
vegetate. A famous writer once said, “The average 
man seeing a blade of grass may think only of spinach, 
whereas the poet might write sonnets about it.” 

Alvarez’ has expressed the sudden changes that 
may occur in the personality most practically from the 
internist’s point of view: 

I am always reluctant to diagnose a neurosis in the case 
of a person past 55 who has never been neurotic before. It is 
far more likely that the nervous symptoms that he has recently 
developed are on an organic basis. This is true even in those 
many cases in which an older person becomes mildly depressed 
or paranoiac or fearful or secretive. 

Usually in such cases questioning of the family will reveal 
that the person was always somewhat cyclothymic, paranoid, 
worrisome, or reticent, and that with advancing cerebral arterio- 
sclerosis and perhaps a little stroke, his life-long control of his 
tendencies relaxed, and allowed them to come to the front and 
be troublesome. 

Hardly a week passes today that a busy internist does not 
see some elderly person who has been examined thoroughly 
in some great medical center and dismissed with a diagnosis 
of anxiety neurosis. In those cases in which the person never 
was anxious before, one often learns that his troubles began 
with a dizzy spell, and then one must assume that he had an 
injury to his brain. There must be some organic reason why 
suddenly a man who never had any fear, or any concern about 
his health, became upset and afraid of illness and of being 
alone. 


I shall not present here typical senile dementia 
which is easily recognizable and which I do not wish to 
discuss in relationship to the early manifestations of 
chronic brain syndrome. However, for contrast and 
interest, I shall quote here from Dean Swift’s Gulli- 


88 


ver's Travels, which so aptly describes a typical case 
of senile dementia as it developed in the immortal 
struldbrugs who could not perish but continued in a 
state of physical infirmity and mental senility :* 

When they (the struldbrugs) came to four score years 
... they were not only opinionated, peevish, covetous, morose, 
vain, talkative; but incapable of friendship and dead to all 
natural affection, which never descended below their grand- 
children. Envy and important desires are their prevailing pas- 
sions... . At ninety, they lose their teeth and hair; they have 
at that age no distinction of taste but eat and drink whatever 
they can get without relish or appetite. . . . In talking, they 
forget the common appellation of things and the names of per- 
sons, even of those who are their nearest friends and relations, 
For the same reason, they can never amuse themselves with 
reading, because their memory will not serve to carry them 
from the beginning of a sentence to the end; and by this defect 
they are deprived of the only entertainment whereof they might 
otherwise be capable. 


Preventive treatment 


One important part of prevention is development 
of an interest in life and the humanities and the con- 
tinuation of one’s growth and learning. School should 
be only a stepping stone to a complete absorption in life 
when there are not enough moments in the day, not 
enough hours, and not enough years even for a moder- 
ate accomplishment in one’s life work, not to include 
one’s encompassing range of interests. There should 
be a cultivation of a desire to save time instead of to 
say what is commonly heard: “What shall we do to 
kill time?” This attitude should serve to postpone the 
lessening of mental activity which by necessity must 
come at some time in the aging process. 

Exercise, nutritious food, a generally well-bal- 
anced diet (perhaps a low cholesterol one), plenty of 
fresh air, sound sleep, and periodic health examinations 
are important in maintaining both physical and mental 
health, but I believe frank organic disorders may be of 
less importance than the psychologic ones. The patient 
needs a full alertness of understanding that he must 
maintain a drive and continued interest in life to miti- 
gate the stresses and rough edges of environment. 

The family unit is the basic group in society ; with 
its happinesses, loves, disappointments, and griefs, one 
has the sweets and salts of life; and without them one 
may have only a starveling emotional life within the 
physical contours of a man. Correlative with this fuller 
fruition of the self is the broadening of the person 
by interest in the community and society. By this, one’s 
ego is subordinated to the common good so that one 
looks at society as a whole instead of looking constantly 
at the ego image in the narcissistic mirror. This in- 
duced selflessness, with recognition of the other fel- 
low’s importance, serves as both a stimulating and 
sublimating agent. 


General therapies 


Home environment.—Much of the earlier discus- 
sion has dealt with the importance of prophylactic 
measures in the prevention of mental deterioration and 
has stressed the establishment of a social milieu favor- 
able to slowing mental deterioration. It is highly de- 
sirable that the aging patient maintain a feeling of 
emotional security, a continuing sense of worthwhile- 
ness, a position of human dignity, and a sense that he 
is needed in life. It is important that his needs for 
affection, security, a sense of well-earned achievement, 
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recognition, and approval be met. It is imperative that 
4 suitable home be open to him and that his sense of 
being a part of a continuing home life be kept inviolate. 
In case of death of his life-mate, then his children, the 
continuous helpfulness of neighbors, and the counsel- 
ing of the family physician may do much to maintain 
an interest and a sense of well-being and belonging. 
Taking part in community activities is a part of the 
continuing growth and fruition of the individual’s life, 
and is conducive to a slowing of mental deterioration. 

Counseling.—Practical psychotherapy by the fam- 
ily physician or specialist may do much in thwarting or 
slowing progressive changes. Through kindness, sym- 
pathy, tact, and psychologic understanding, the phy- 
sician may aid the lifestream of his mental processes 
as they flow out in living. Frustrations and unhappi- 
nesses can all readily be brought to the surface, and a 
guiding word or suggestion may do much to calm the 
emotional upsets discovered. The irritating and dis- 
tressing focal points may thus be brought into relief so 
that the patient can see them more clearly, and thus 
re-evaluation, re-channeling, and re-motivation of in- 
terest may be brought about. The physician should 
urge that the patient continue working rather than 
rusting with lassitude in an increasing dependency 
on Social Security and pensions. 

Diet.—An adequate and balanced diet is very im- 
portant. It is desirable that the patient have at least 
a minimum of 1 gram of protein per kilogram of body 
weight daily. The diet should be rich in vegetables and 
fruits for needed vitamins and minerals. In the light 
of present knowledge it is strongly advisable that the 
diet be low in saturated fats, particularly animal fats, 
because of the possible relationship of fat intake to 
atherosclerosis. It is doubtful if the estimation of fats 
in grams is indicated. Thinness rather than fatness is 
desirable. 

Drug therapy.—With the increasing longevity of 
man and the number of people reaching advanced age, 
the need for delaying deteriorating processes and to 
forestall any subsequent social maladjustment by drugs 
or other means is most challenging. Various medica- 
tions have been prescribed for this purpose ; it is prob- 
able that some of these have had an ameliorating effect, 
but all fall far short of the ideal. These drugs are the 
subject of much current discussion and various clinical 
opinions as to their effectiveness have been offered. 

Metrazol is generally presumed to stimulate the 
brain tissue activity and improve mental processes. In 
oral doses of 0.1 gram three or four times daily over 
a continuing period, the drug may have a helpful 
effect in a few cases. 

More recently, L-Glutavite, which contains mono- 
sodium L-glutamate, niacin, thiamine mononitrate, 
riboflavin, ascorbic acid, ferrous sulfate, and dicalcium 
phosphate, has been reported as being more effective 
than other medications. Barrabee and his associates,” 
in a recent extensive study, compared the results ob- 
tained by the administration of L-Glutavite in compari- 
son with Metrazol and vitamins. 

They concluded that there are three areas in which 
L-Glutavite may serve a useful purpose. It may en- 
hance the metabolic action of cerebral tissues by pro- 
viding an optimal supply of glutamic acid, and it may 
aid enzymatic oxidations by providing ideal amounts of 
riboflavin, thiamin, and ascorbic acid. It may also 
bring about effective vascular flow through vasodila- 
tion, a process made possible by the action of niacin 
and the hematinic property of ferrous iron. 

All of the patients treated with L-Glutavite mani- 
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fested improved mental and social behavior, the most 
significant areas being sociability, productivity, and 
thought content. Improvement was less outstanding in 
self-care, cooperation, affect, and mood. In general, 
those given L-Glutavite improved in significantly 
greater amounts and in more categories than those 
given vitamins or Metrazol. Next best results were 
obtained in those given vitamins. It was questionable 
whether Metrazol actually effected any change, accord- 
ing to this study. 

Tranquilizing drugs have been found to have a 
wide range of action in various tension states and men- 
tal disorders. They undoubtedly represent a consider- 
able advancement in the management of early as well 
as frank psychiatric disorders. Like all new drugs, 
of course, they have been injudiciously used. Their 
mode of action, singly or in combination, varies all 
the way from depression of the hypothalmic mechan- 
ism, especially those related to fright, fight, and flight, 
to preventing the alerting reaction and to alterations 
in function of the sympathetic and parasympathetic 
nervous systems. There is evidence that the action of 
some of these drugs may be related to the neurohor- 
mone serotonin. 

A few of the more commonly used tranquilizers 
are: meprobamate (Miltown and Equanil), hydroxy- 
zine hydrochloride (Atarax), promazine hydrochloride 
(Sparine). Reserpine has also been found very effec- 
tive. Methylphenidylacetate (Ritalin) is often used as 
a stabilizer of moods in the depressed patient. 

The judicious use of these selectively acting phar- 
macologic agents in conjunction with broad approaches 
to the psychologic needs of the patient is more likely 
to yield lasting results. Furthermore, a balanced pro- 
gram of work, cultivation of new interests, and con- 
tinuing recreation, regardless of age, are the very 
foundations of therapy. 


Summary 


In consideration of the chronic brain syndrome a 
brief physiologic and anatomic discussion has been 
given. Causative factors, both psychologic and organic, 
have been considered. Symptoms of the early or milder 
chronic brain syndrome have been delineated and gen- 
eral preventive measures discussed. 

Therapy, including the tranquilizing drugs, has 
also been discussed, with stress upon the psychologic 


approach. 
Osteopathic Hospital of Kansas City 
926 East 11th St. 
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ARTHRODESIS versus 


ARTHROPLASTY the 


CHESTER H. LYON, D.O. 


Los Angeles, California 


1. DISCUSSING arthrodesis versus arthroplasty 
of the hip, it cannot be said that one or the other is the 
only procedure to be used. An evaluation of the prob- 
lem, the psychologic impact on the patient, and the 
functional end results to be obtained will certainly de- 
termine the course of action. 

In the evolutionary groping for knowledge and 
better technics for helping the maimed and injured, 
orthopedists at first seized upon replacement arthroplas- 
ty as the ultimate, only to be sorely beset by many 
complications and poor results. This swayed the pendu- 
lum to the other extreme, and many now feel that 
arthrodesis is the only mode of treatment for hip dis- 
abilities. 

There should be no argument as to the choice of 
therapy in tuberculosis of the hip. In this case the pri- 
mary purpose is to control infection rather than to 
promote or improve function of the joint; therefore, 
arthrodesis is the only sensible course to follow. This 
may be accomplished with immobilization in a cast, by 
ischiofemoral arthrodesis, or any other suitable means 
of attaining the goal. 

The historical background of this subject is of 
vital interest : 

J. Rhea Barton, of Philadelphia, is credited with 
being the first to attempt arthroplasty for ankylosis of 
the hip.t? In 1826, he performed an osteotomy through 
the trochanteric region and part of the femoral neck. 
Union was prevented by active movement. The princi- 
ple was later used by Rodgers of New York, in 1840, 
and Robert Jones of Liverpool, in 1908. Ollier’s work 
which was published in 1885, made history. He de- 
veloped the technic of muscle implantation in arthro- 
plasty which had been employed earlier by Verneuil and 
Helferich. John B. Murphy, in 1905, published a long 
paper extolling the merits of arthroplasty with inter- 
position of soft tissue. Robert Jones had placed gold 
foil in joints as far back as 1895, and later used this 
in conjunction with soft tissue. 

In 1913, William S. Baer of Johns Hopkins Hos- 
pital considered six methods of treatment of ankylosis. 
These are as follows :? 

1. Brisement forcé, commonly called manipulation 


2. Arthrolysis, which might be the injection of . 


fluid into the joint cavity or an operation for separation 
of the ankylosis, followed by exercise 

3. Formation of a pseudarthrosis in the neighbor- 
hood of the ankylosis 

4. Resection of the ends of bones forming the joint 


*Presented at the annual meeting of the American Osteopathic Acad- 
emy of Orthopedics, St. Louis, Missouri, October 28, 1957, 
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5. Transplantation of an entire joint 

6. Arthroplasty. 

Albee and Campbell advanced the cause of arthro- 
plasty, while Whitman and McMurray advocated re- 
constructive surgery and osteotomy for hip dysfunc- 
tion. Smith-Petersen carried out significant work on 
the repair of injury on the femoral neck and treatment 
of degenerative arthritis of the hip joint. He described 
the placement of solid material between the head of the 
femur and the acetabulum—which is now commonly 
called the Smith-Petersen Vitallium cup. Chronologi- 
cally, he tried glass, Viscaloid, Pyrex glass, Bakelite, 
and finally Vitallium, in 1938.° This last product pro- 
duced the least tissue reaction; and in many cases, if 
fitted accurately, it remains mobile in the new joint. 

Until 30 years ago, the teaching regarding the sur- 
gical treatment of arthritis dealt with drainage of joints, 
splinting of limbs, and consideration of the correct 
position in which a joint should be allowed to ankylose 
so as to permit the best function. As a rule reconstruc- 
tive surgery was delayed for approximately a year after 
subsidence of any signs of active disease. Only then 
was a surgical procedure considered advisable, and this 
was directed toward the relief of pain and provision of 
function sufficient at least to enable the patient to earn 
a livelihood.* 

During this century there has been a very obvious 
desire by the patient to accept surgical treatment for 
painful and distorted joints, but not particularly arthro- 
desis. Unfortunately, I am a poor salesman; most of 
these patients protest at the thought of a “stiff” hip or 
else fail to return when I mention that I would have 
to fuse their hips. Even the aged reject this form of 
therapy and instead find other surgeons who willingly 
consent to arthroplasty. 

It is no figment of speech to say that the literature 
abounds with articles on various methods of arthro- 
plasty of the hip, but unfortunately most of these writ- 
ers base their experience on a series of a few patients. 
The criterion of time is too often ignored, and there is 
too short a period for evaluation of end results, which 
rightly should be judged 10 to 20 years after operation. 

As have most orthopedic surgeons, I have tested 
various appliances for arthroplasty, using Vitallium 
cups, Judet prosthesis, Naden-Reith prosthesis, and 
those originated by Thompson, Eicher, and others. 
Some I have discarded, and some I am in the process 
of evaluating. 

By and large, I would rather treat the elderly pa- 
tient with nonunion of fracture of the femoral neck, 
with the usual complication of absorption, with a high 
osteotomy of the McMurray type than by arthroplasty. 
Unfortunately, elderly patients are difficult to rehabili- 
tate: Their muscle tone is poor, and adductor nerve 
pain persists, making failures all too common with 
arthroplasty. The exception has been the elderly patient 
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with a high neck or subcapital fracture of the femur, 
where the odds are for a nonunion and potential rota- 
tion of the head on the neck. These I prefer to treat 
initially with removal of the head and application of a 
Naden-Reith prosthesis. Even so, the results are as 
follows: good, none; fair, 30 per cent; and poor, 70 
per cent. 

I am of the opinion that in the elderly patient with 
a high neck or subcapital fracture of the femur better 
results can be obtained with the use of a long Smith- 
Petersen nail, driven through the neck and head and 
fixed into the acetabulum. But even this procedure is 
not always effective. A recent case in point was a pa- 
tient in whom the pin was dislodged and who ended up 
with a prosthesis. 

In the younger group, I feel that an Eicher or 
Thompson prosthesis is desirable after failure of fixa- 
tion of femoral neck fractures with a Smith-Petersen 
nail. Here the results change to good, 20 per cent ; fair, 
40 per cent ; and poor, 40 per cent. 

The ideal treatment of ankylosis of the hip in the 
young or middle-aged groups is, of course, arthroplasty. 
Careful evaluation of the patient medically, socially, 
and physiologically is necessary to obtain a high per- 
centage of good results. Unfortunately, my series in 
this category is small. Although all have had good re- 
sults, the number has been too small to consider using 
statistically. 

In congenitally dislocated hips, the use of arthro- 
plasty should be viewed with extreme caution. Unfor- 
tunately, the shortened muscles and angle of weight- 
bearing contribute to the possibility of dislocation of 
the prosthesis, even though a deep acetabular cup is 
shaped. I would consider the possibility of shaping a 
false acetabular depression in the ilium at the site of 
the pseudoacetabulum, thus avoiding the possibility of 
dislocation, as opposed to reaming out the acetabular cup. 

In osteoarthritis of the middle-aged patient with a 
painful hip, my primary choice would be an arthrodesis, 
accompanied by a subtrochanteric osteotomy using iliac 
bone grafted across the neck and head and attached to 
the ilium and femur with screws. I believe that this 
procedure, with nailing at the same time, provides a 
greater degree of fusion of the hip than any other com- 
bination of procedures. Unfortunately, this is time- 
consuming as well as a procedure of greater magnitude, 
and it should be reserved for patients who are able to 
tolerate it. 

It is interesting to consider the findings obtained 
ina preliminary survey on femoral head prostheses pub- 
lished in 1953,5 for which 587 members of the Ameri- 
can Academy of Orthopedic Surgeons were polled. Of 
this number, 466 were using femoral head prostheses 
in their practice. As of October 1, 1952, these surgeons 
had used 6,156 prosthetic appliances, and their average 
follow-up time was 10.3 months. The types of prosthe- 
ses used were Judet, 267; Eicher, 137; Naden-Reith, 
169; Frederick Thompson, 61; Austin Moore, 48, with 
32 other types making up the remainder. 

The types of incisions preferred were Gibson’s, 
202 ; Smith-Petersen’s, 111; anterior approach, 66; pos- 
terior, 37; lateral, 23, with various others making up 
the balance. 

The indications for use of a femoral head prosthe- 
sis brought the following replies: nonunion of frac- 
tures, 315; aseptic necrosis, 299; osteoarthritis and 
malum coxae senilis, 279; fresh fracture in the aged, 
190; fresh fracture in younger patients, 24; pain, 21; 
congenital hip dislocation, 19; old slipped capital epiphy- 
sis, 13; neoplasm, 10; and 21 others. 


Vor. 58, Oct. 1958 


The next question asked was in regard to contra- 
indications. These included patients too young, being 
less than 40 to 65 years of age, 110 cases ; recent infec- 
tion, 107; tuberculosis, 50; rheumatoid arthritis, 33; 
osteoporosis, 30; poor risk, 27; insufficient neck, 26; 
viable head, 23; dysplasia, 20; patients too old, 20; 
fresh fractures, 17; muscular insufficiency, 16; and 
various others. 

The final question concerned complications. The 
greatest problem appeared to be dislocation, in 158 
cases ; infection and fractures of the shaft or trochanter 
followed, with 80 each. Pain stood high, with 75 cases. 
Loose prosthesis was noted in 46, and a broken pros- 
thesis in 38. Limp was found in 27 cases, absorption 
of the neck also was found in 27 cases, and erosion of 
the acetabulum occurred in 19. Subluxation was found 
in 18 cases and loss of motion in 17. Capsular calcifica- 
tion developed in 14 and varus deformities in 12. In- 
stability was present in 11 cases. Allergy to material 
used occurred in 11, thrombophlebitis was a complica- 
tion in 9, and various minor complications made up the 
remaining 50 complications. 

The committee’s impressions were as follows: 

1. Too many prostheses are being used for too 
many indications. 

2. The trend is toward an abandonment of Judet 
prosthesis made of acrylic material. 

3. There is increased use of intramedullary types 
of prostheses. 

4. The Gibson approach is the most popular. 

5. Indications are becoming more definite. 

6. The complications are too great. 

A short time after, Mendelsohn and Alban® report- 
ed on complications in replacement arthroplasty of the 
hip. They surveyed 40 patients, having had a total of 
45 replacement arthroplasties. Dislocations occurred in 
11.1 per cent, superior subluxation in 22.2 per cent, 
paracapsular calcification in 20 per cent, and pain at the 
site of the stem protrusion when the Judet or Naden- 
Reith appliances were used in 6.7 per cent. Fracture 
of the femur, stem protrusion, and varus deformity 
were noted in 4.4 per cent each. Persistent pain was 
noted in 32.5 per cent of the cases. To summarize, a 
total of 53 complications occurred in 23 patients after 
a total of 40 operations. 

Judet and Judet,’ in their report on 4,000 replace- 
ment arthroplasties reported in 1950, had no more suc- 
cessful results than are currently being obtained. 

In reviewing the problem of arthroplasty versus 
arthrodesis in diseases of the hip, it is necessary to rely 
to some extent on impressions ; when deciding the type 
of operation to be performed in a certain case, the phy- 
sician’s preference must be considered. This preference 
may be based on various factors, including his feeling 
of suitability in a certain case, his experience, his scien- 
tific knowledge, his manual dexterity, and even his ad- 
miration for a teacher. In certain individuals’ hands, 
the results of arthroplasty may supersede those that 
another surgeon would obtain in arthrodesis in the 
same or similar cases and vice versa. At the present 
time, I am incapable of judging the merits of one pro- 
cedure over the other, except as it pertains to my own 
experience. 

6222 Wilshire Blvd. 
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Discussion 


Jack D. Hutcuison, D.O., Columbus, Ohio: In 
the management of hip disorders, it is the surgeon’s 
obligation to attempt to make functional a joint which 
is either partially or totally impaired. The decision be- 
tween arthroplasty and arthrodesis, as Dr. Lyons has 
stated, has to be made on the basis of several factors. 
These include the specific hip joint disease, the age and 
physical well-being of the patient as well as his attitude 
and emotional stability, and, of course, the preference 
and skill of the surgeon. In a recent article by Mc- 
Henry,’ it was stated that: 

In some instances, selection of the therapeutic procedure is 
relatively simple; in others, considerable evaluation of the pa- 
tient is necessary, for in essence the patient should not be adapt- 
ed to a selected procedure, but rather the method of manage- 
ment should be designed to create a functional individual. 


Since the advent of hip arthroplasty and its accom- 
panying publicity, the procedure has been widely ac- 
cepted by the laity. As a result, it has become increas- 
ingly difficult for patients to accept arthrodesis of the 
hip even though it may be the procedure of choice, es- 
pecially, as Dr. Lyons stated, in tuberculosis or infec- 
tious disease of the hip. 

It is imperative that if reasonably good results are 
to be expected in either procedure, a frank discussion 
must be had with the patient, explaining the advantage 
of the procedure of choice in his particular case and the 
expected end result. Neither procedure can be expected 
to normalize totally the diseased hip: therefore, the 
patient must accept some degree of disability and make 
an appropriate adjustment the rest of his life. 

I would like to commend Dr. Lyons for his presen- 
tation and the sound basic philosophy which he has 
provided relative to management of hip joint disorders, 


utilizing the procedures of arthrodesis and arthroplasty. 
117 W. Third Ave. 
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Discussion 


Wituram J. Monacuan, D.O., Kansas City, Mis- 
souri: I must agree with Dr. Lyon in many respects, 
especially with the idea that an entirely satisfactory 
method of reconstruction of hip dysplasias is not avail- 
able at this time. However, I sometimes feel that we 
fail to utilize properly and to their maximum potential 
the technics at hand. I also feel that we are many 
times guilty of premature employment of some means 
of reconstruction before the hip has had a chance to 
correct its own deformities by more natural methods. I 


am thinking now of the early use of endoprosthesis in 
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hip fractures. For example, some surgeons are quick 
to concede defeat in the high-head fracture when many 
times these fractures will heal when properly pinned 
and a sufficient length of non-weight-bearing time jis 
allowed. It is conceivable that any type of fracture 
which may occur in the head and neck of the femur 
may heal if adequately treated. 

I also feel, as does Dr. Lyon, that perhaps too 
much emphasis is being placed on the endoprosthesis 
and that the beneficial results obtained from arthrodesis 
are many times forgotten. I sometimes think that in 
the young and in the very active elderly person more 
can be accomplished to rehabilitate the patient by per- 
forming an arthrodesis than by other methods. This 
procedure should give them a stable, painless hip, and 
allow them to carry on their vigorous activities. This is 
justifiable in view of the not-too-reliable results ob- 
tained by use of arthroplasty. 

It was also noted in Dr. Lyon’s paper that, in one 
study, osteoarthritis of the hip ranked second to aseptic 
necrosis as an indication for femoral head prosthesis. 
McKeever’ states that prosthetic replacement of the 
femoral head produces the largest percentage of satis- 
factory results when a normal acetabulum exists. It is 
a known fact in every case of osteoarthritis of the hip 
that the acetabulum is deformed or diseased to a certain 
degree.’ Perhaps here again, if arthrodesis had been 
selected as the treatment of choice, the over-all per- 
centage of poor results might not be so high. Returning 
again to the indications for a femoral head prosthesis, 
I noticed that in the survey fresh fractures in the aged 
and the young accounted for a total of 214 prostheses. 
As stated earlier, I feel that a large majority of these 
fresh fractures would have healed if they had been 
adequately treated. This would have reduced the num- 
ber of total arthroplasties done as well as the percentage 
of poor results. 

It is noted that the type of endoprosthesis most 
frequently used by surgeons surveyed' was the Judet, 
which in my opinion is mechanically unsound. Accord- 
ing to the concensus in current literature, it is falling 
into disfavor. Here again, if another type of prosthesis 
had been chosen, perhaps of the intramedullary type, 
such as an Eicher or a Thompson, the percentage of 
poor results might have been decreased. 

The Committee’s impression’ was that “the com- 
plications are too great.” It is possible that not enough 
emphasis is being placed upon actual surgical technics. 
It is my personal opinion that we should endeavor to 
follow down to the smallest detail the technics outlined 
by men who have done a relatively large number of 
these procedures. I feel that in my own limited expe- 
rience this rule has been a major contribution to the 
end results. 

In summary, I feel that if a more careful evalua- 
tion is made of each patient the most suitable procedure 
may be selected in a greater number of cases. But I 
must agree with Dr. Lyon that the choice of procedure 
will be greatly influenced by the experience of the indi- 


vidual surgeon. 
Osteopathic Hospital of Kansas City 
926 East 11th Street 
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The importance of EXCH AN GE 
TRAN SE USION S in the treatment of 


hyperbilirubinemias of the newborn* 


WILLIAM S. SPAETH, D.O., JAMES POWELL, D.O., and 
PATRICIA ANNE COTTRILLE, D.O. 


Philadelphia, Pennsylvania 


I N 1921, L. B. ROBERTSON! first described the 
technic now known as exchange transfusion. In the 
treatment of burned infants and children he employed 
two veins for withdrawing and injecting blood in an 
effort to remove circulating toxins. Neither the technic 
nor the completeness of exchange was the same as it is 
today, but the procedure differed very little in principle 
and it demonstrated that such a formidable procedure 
could be remarkably well tolerated. 

l‘our years later, Hart? performed an exchange 
transfusion on an icteric newborn and thus was the 
first to successfully treat erythroblastosis fetalis by 
this method. 

Almost 20 years elapsed before any further re- 
ports appeared in the literature regarding the use of 
exchange transfusions in treating erythroblastotic in- 
fants. During this time information was constantly 
being gathered on the etiologic factors of erythroblas- 
tosis, such as blood groups, the Rh factor, and isoim- 
munization. In this period simple transfusions of type 
specific, and later Rh negative, blood was therapeuti- 
cally employed but with disappointing results. The 
mortality rate of these infants remained high. 

By the late 1940's such investigators as Wiener 
and Wexler ** and Diamond® had published their ex- 
periences with the technical aspects of exchange trans- 
fusions and their results in treating erythroblastosis by 
this means. Following these reports many erythroblas- 
totic infants were treated by exchange transfusions 
with Rh negative blood, and the mortality rate in this 
disease of the newborn was greatly reduced. 

In 1952, the first completely controlled investiga- 
tion of the value of exchange transfusions in treating 
erythroblastosis was done by Mollison and Walker.* 
By comparing the results of exchange transfusions 
with those of simple transfusion in treating two very 
similar groups of severely affected erythroblastotic 
infants, they found a 13 per cent mortality rate in the 
group whose blood was exchanged with Rh negative 
blood and a 37 per cent mortality rate in the group 
treated by simple Rh negative blood transfusions. This 
report proved unequivocally the value of exchanging 
the blood of affected babies, and since that time this 
method of therapy has gained universal acceptance in 
the management of erythroblastosis fetalis. 

During the past 12 months, in the Hospitals of the 


*From the Department of Pediatrics, Philadelphia College of Os- 
teopathy, Philadelphia, Pennsylvania. 
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Philadelphia College of Osteopathy, we have performed 
fifteen exchange transfusions on newborn infants with 
hyperbilirubinemia, all of which resulted in a favor- 
able outcome. It is the purpose of this paper to discuss 
briefly the various causes of high serum bilirubin levels 
in the newborn period and present the statistical infor- 
mation compiled on the thirteen infants we have treated 
by exchange transfusions this year. It is further hoped 
that by stressing the importance of preventing kernic- 
terus, the most serious complication of this newborn 
entity, attention will be placed on the necessity of early 
diagnosis and adequate treatment in all such cases. 

The mortality rate from brain damage or kernic- 
terus in erythroblastosis is second only to the high 
rate of intrauterine deaths in this disease. About 15 
per cent of liveborn, untreated erythroblastotic infants 
develop kernicterus, 70 per cent of whom will die 
within the first 5 to 7 days of life. The other 30 per 
cent of affected babies will either die during the first 
year from some infectious disease or continue living 
with permanent neurologic sequelae, constituting about 
10 per cent of all cerebral palsy cases. From the fore- 
going percentages it should be apparent that the de- 
velopment of kernicterus is most undesirable; this is a 
complication best managed by prevention.’ 

It has been. proved that prevention can be accom- 
plished by an adequate and early exchange of the 
affected infant’s blood with fresh, type O, Rh negative 
donor blood.’ The most important function of therapy 
is to control the hemolytic process which is the pri- 
mary source of all the trouble. About 85 per cent of the 
baby’s circulating erythrocytes can be removed by 
exchanging 500 cc. of whole blood (a lesser volume of 
packed cells will have the same result) and at the same 
time a third or more of the total bilirubin can be 
removed. 

The importance of pigment control has only been 
emphasized in the past 5 years, somewhat displacing 
the original emphasis placed on erythrocyte exchange. 
This newer concept of plasma exchange resulted from 
data showing a keen correlation between high serum 
levels of bilirubin and the incidence of kernicterus, not 
only in erythroblastosis but in hyperbilirubinemia of 
the newborn from any cause. Hsia and his associates’ 
recently reported that in a series of over 200 erythro- 
blastotic infants, 18 per cent of those with peak serum 
bilirubin levels between 16 and 30 mg. per 100 cc. 
developed kernicterus. The incidence increased to 50 


93 


‘ 2 
any 
ned 
re 
nur 
too 
hi 
is 
nd 
is 
b 
ne 
tic 
is. 
€ 
is 
ip 
in 
r- 
1g 
d 
S. 
e 
e 
t 
4 ae 
Ve 


per cent when serum bilirubin levels exceeded 30 mg. 
per 100 cc. It is a common practice today to perform 
initial and repeat exchange transfusions on infants 
whose serum bilirubin has reached 20 mg. per 100 cc. ; 
by keeping serum levels below this the incidence of 
kernicterus has been reduced almost to zero. 

During this year in our department we have tried 
to establish the policy of exchanging the blood of all 
infants whose serum bilirubin reached 20 mg. per 100 
cc. Although most of our infants had bilirubin levels 
higher than this by the time their blood was exchanged 
we have had no instances of kernicterus. (In Case 5, 
the patient’s bilirubin level exceeded 30 mg. per 100 cc. 
She has been under observation for 6 months and to 
date has shown no evidence of brain damage. ) 

Two infants in our series (Cases 9 and 10) re- 
quired a second exchange transfusion to establish 
serum bilirubin levels below 20 mg. per 100 cc. The 
normal rebound of serum bilirubin which results pri- 
marily from re-equilibration of the plasma and extra- 
vascular bilirubin is not infrequently encountered in 
erythroblastosis following the exchange of the infant’s 
blood; this should be treated by a second exchange 
transfusion. The major purpose of repeating this pro- 
cedure a second or third time is direct removal of 
excessive bilirubin, since the greater percentage of the 
infant’s sensitized erythrocytes have previously been 
removed in the first blood exchange.® 

Occasionally a rather severe degree of anemia will 
develop early in infants whose blood has been ex- 
changed. This usually will be manifested in the first 
week or two of life and can easily be corrected by a 
simple transfusion of type O, Rh negative whole blood 
or packed cells of the same. In three of our series 
(Cases 4, 6 and 7) it was necessary to take recourse 


to this procedure. A single transfusion calculated op 
the basis of the infant’s weight was all that was re- 
quired to restore normal hemoglobin value and hem- 
atocrit reading. Transfusion therapy of late anemias in 
these infants should be withheld until the hemoglobin 
falls between 6 to 7 grams. Transfusions at this time 
tend to delay rather than hasten the improvement of 
late anemias. If the infant’s clinical progress is normal, 
most will revert to normal blood counts by the end 
of the second or third month.’° Some may require the 
support of iron therapy (liver injections are of no 
value) in these iron-deficiency anemias. 

Although erythroblastosis was originally assumed 
to be caused by the Rh factor incompatability between 
mother and fetus, more recently it has been found to 
result from incompatibilities between many other blood 
group factors. Some of the most recent literature 
states that about 20 per cent of all cases of erythro- 
blastosis fetalis are the result of ABO incompatibili- 
ties; of these, 5 to 10 per cent will develop hyperbili- 
rubinemia. It is of interest to note that in our series of 
cases we found a greater number (54 per cent) of 
incompatibilities to be in the ABO group than in any 
of the other groups (23 per cent Rh and 23 per cent 
unexplained ). 

Perhaps because of the difficulty in recognizing 
and diagnosing ABO hemolytic disease in infants, the 
true incidence of this incompatibility is not known. 
Undoubtedly many of these cases have been and will 
continue to be mistaken for physiologic icterus even 
though their jaundice is marked and early in appearing. 
Previous birth history offers little aid to diagnosis 
since about 50 per cent of these affected infants are 
first-born." The absence of a definitive test, such as 
the Coombs test used in diagnosing Rh isoimmuniza- 
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(C) cord 

+ _ 13.5 44% 6% 3(C) 18.5 
12 485% 1% 
Weakly+ 13.5 48% 430 3.9% 12.5 
+ + 13.5 45% 433 39% 5.2(C) 
Weakly+ 18 57% 4.77 3% 

—_ 18 70% 18 
Weakly+ 17 60% 5.20 3% 14.5 
15 60% 4.78 2.9(C) 
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13 45% 5.20 5% 19.2 
Strong+ 15 66% 490 2% 43(C) 13 
+ Stronge+ 15 54% 5.10 37% 49(C) 116 
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tion, auu the clinical findings of a relatively vigorous 
infant with little or no hepatosplenomegaly or other 
signs of acute illness add additional handicaps to the 
diagnosis. Today only by constant awareness of the 
possibility of ABO hemolytic disease when the combi- 
nation of jaundice and high serum bilirubin levels is 
found in the newborn within the first 24 hours, exclu- 
sive of an Kh incompatibility, will this cause of erythro- 
pblastosis be more frequently and accurately diagnosed. 


The maternal anti-A or anti-B titers offer little 
additional information but help establish the diagnosis 
later if they are above 1024 against A and 512 against 
B.12 Because these antibodies are found so commonly 
in our environment,’* prenatal titer determinations are 
of no value and seldom in the postpartum period will 
the mother’s blood show an antibody titer of sufficient 
height to be significant. For this reason antibody titers 
performed in our cases of suspected ABO incompati- 
bilities were seldom of any help. In Case 3, however, 
we were able to demonstrate an elevated anti-A titer be- 
fore the mother left the hospital. The antibody titer re- 
corded for Case 12 exemplifies the usual valueless infor- 
mation gained by too early performance of this test. Of 
more diagnostic value is the demonstration of free ma- 
ternal antibodies in the infant’s serum. This may be 
regarded as a pathologic finding as a type A baby de- 
livered of a type O mother normally has no free anti-A 
in its serum; the same is true of type B infants de- 
livered of type O mothers." 


In spite of recent advances that now make the 
many causes of erythroblastosis more easily deter- 
mined, there is still a fairly large percentage of cases 
of hyperbilirubinemia occurring in the newborn period 
that offer a diagnostic challenge. Such cases are no less 
important than those proved to result from a specific 
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blood antigen, for the high levels of serum bilirubin 
that can be attained still potentiate the dangers of 
kernicterus which must be treated by prevention. 
Brown and Zuelzer™ recently studied over forty in- 
fants in whom no effects of isoimmunization or major 
blood group incompatibilities could be demonstrated 
but who evidenced hyperbilirubinemia in excess of 10 


mg. per 100 cc. within the first 24 hours. This level 


is now considered abnormal and nonphysiologic.’® By 
carefully ruling out such etiologic factors as sepsis, 
liver disease, and hemolytic anemias, these authors 
could find no cause or body mechanism to explain the 
early high levels of serum bilirubin. However, even in 
the absence of hemolytic disease they chose to follow 
the established pattern of exchanging the blood of all 
babies whose bilirubin levels exceeded 20 mg. per 100 
cc. Three cases in our series (6, 9, and 10) undoubt- 
edly fit into this classification; because of the high 
levels of serum bilirubin and the associated potential 
of kernicterus they underwent exchange transfusions. 


Summary 


A review of some of the etiologic factors that may 
result in hyperbilirubinemia in newborns has been pre- 
sented, and the importance of early blood exchange in 
such cases in an effort to reduce morbidity and mor- 
tality from kernicterus has been stressed. Statistical 
data collected from our personal experiences accom- 
pany this discussion. 


Addendum 


Since the above article was written seven additional 
exchange transfusions have been successfully com- 
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pleted, five to compensate for an ABO incompatibility 
and the others for a subgroup factor. This brings the 
total of successfully completed exchanged transfusions 
to twenty-two; two babies have had two exchange 
transfusions each. 

48th and Spruce Sts. 
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CARE of the 
EMALE patient 


with genital 
MALIGNANCY* 


MARY ALICE CHESTER, D.O. 


Granby, Missouri 


M... OF THE LITERATURE written about 


malignancy is principally concerned with controversial 
statements concerning origin and detection, methods of 
growth and spread, and methods of treatment. How- 
ever, most writers are agreed that judicious care pre- 
sents a formidable socioeconomic problem as well as a 
scientific one. 

As physicians the socioeconomic aspect concerns 
us somewhat indirectly, but it does concern us. The 
situation in my own state of Missouri can serve as an 
example. It is essentially a rural state with only three 
or four actual metropolitan areas. There are three medi- 
cal schools and two schools of osteopathy, plus a tax- 
supported hospital devoted to care of patients with ma- 
lignant disease. To be admitted to this hospital it is 
necessary for the person to obtain the preliminary 
forms from the county court of his county residence. 
The patient, court, and physician must supply request- 
ed information concerning the applicant and must 
swear that the patient is indigent. 

Once the patient is admitted he is given a complete 
and somewhat exhaustive examination. If, in the opin- 
ion of the staff, the condition is malignant, a method 
of treatment is decided upon and carried out. As soon 
as possible the patient is sent home with appointments 
for following-up examinations. The quality of care is 
very good. 

*Presented at the annual meeting of the American College of Os- 


teopathic Obstetricians and Gynecologists, Denver, Colorado, February 
1958. 


96 


7. Hsia, D. Y. Y., et al.: Erythroblastosis fetalis; studies of serum 
bilirubin in relation to kernicterus. New England J. Med. 247:668.671 
Oct. 30, 1952. 

8. Allen, F. H., Jr., Diamond, L. K., and Vaughan, V. C.: Erythro. 
blastosis fetalis; prevention of kernicterus. Am. J. Dis. Child. 8():779.794 
Nov. 1950. : 

9. Brown, A. K., Zuelzer, W. W., and Robinson, A. R.: Studies jn 
hyperbilirubinemia: Clearance of bilirubin from plasma and _ extrayas. 
cular space in newborn infants during exchange transfusion. Am. J. Djs 
Child. 93:274-286, March 1957. ; 

10. Wolman, I. J.: Laboratory applications in clinical pediatrics, 
McGraw-Hill Book Co., New York, 1957. 

11. Zuelzer, W. W., and Cohen, F.: ABO hemolytic disease and 
heterospecific pregnancy. Pediat. Clin. North America 4:405-428, May 
1957. 

12. Hsia, D. Y. Y., and Gellis, S. S.: Studies on erythroblastosis 
due to ABO incompatibility. Pediatrics 13:503-510, June 1954. 

13. Allen, F. H., Jr., and Diamond, L. K.: Erythroblastosis fetalis, 
New England J. Med. 257:659, Oct. 3; 705, Oct. 10; 761, Oct. 17, 1957, 

14. Brown, A. K., and Zuelzer, W. W.: Studies in hyperbilirubj- 
nemia; hyperbilirubinemia of newborn unrelated to isoimmunization, 
Am. J. Dis. Child. 93:263-273, March 1957. 

15. Gellis, S. S., and Hsia, D. Y. Y.: Jaundice in infancy. Pediat, 
Clin. North America 2:449-464, May 1955. 


The medical schools and metropolitan hospitals 
cannot care for all patients with malignant disease nor 
would all choose to be cared for in the institutions 
mentioned. Plainly, osteopathic physicians and schools 
of osteopathy either by choice or by necessity assume 
the care of many of these patients. Basic principles of 
the care of patients with genital malignancy are of par- 
ticular interest to the physicians of this college. 


Diagnosis 


Diagnosis is established by laboratory and clinical 
examination, but the laboratory gives the only actual 
proof of the condition. It is the responsibility of the 
examining physician to give the laboratory adequate 
and suitable material for examination. The usual meth- 
ods for obtaining specimens are well known. If there 
is no laboratory near, the slides must be sent to a lab- 
oratory by mail. This causes some delay, and often 
causes changes in the cellular form itself. 


Here let me suggest a method that has lowered the 
incidence of bad slides.‘ Wet smears are at once cov- 
ered with 4% to % cc. of Diaphane solution from a 
dropper bottle. This is allowed to dry in air, which 
requires about 20 to 30 minutes. The slides are then 
wrapped in waxed paper and mailed. When the slides 
are received in the laboratory, they are placed in the 
alcohol-ether mixture for about 20 minutes in order to 
remove the Diaphane. Then they are stained as usual. 
Diaphane solution (Will Corporation, Rochester, New 
York) is made of three parts 95 per cent ethyl alcohol 
and two parts diathane. Papanicalaou’ endorses this 
method for fixing slides that are to be kept for a time. 
He states that specimens are satisfactory even after a 
lapse of 2 weeks and that slides prepared in this fashion 
and then stained were unaltered for several years. He 
further says that pouring the solution over a slide held 
horizontally helps to spread the material better and to 
increase the adhesiveness of the cellular material. 

Each physician has his favorite method for obtain- 
ing suitable material for biopsy. A method that I have 
found to work well and to be suitable for office use 
employs the Gussberg endocervical biopsy curet. Actual- 
ly, if properly used, the Gaylor biopsy knife is not 
easily surpassed even though it is old. About the only 
drawback to its use is the difficulty in keeping the blade 
sharp. 
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One more thing in which the gynecologist should 
take great care is to give pertinent clinical information 
on all cytologic smears sent to the laboratory. By so 
doing, many of the false positives could be eliminated, 
particularly in studies of the endometrium. Certain 
conditions, such as recent curettage, specimens taken 
on the fifth to ninth day postmenstrually, and incom- 
plete abortion, may produce cytologic changes that look 
like cancer and are very difficult to differentiate in the 
laboratory. Incomplete abortion sometimes sheds 
trophoblastic or decidual cells that are markedly abnor- 
mal in nuclear and cytoplasmic features that would be 
most likely to be misinterpreted as malignant. These 
abnormalities lend credence to the unitarian or tropho- 
blastic theory of malignancy. 

sriefly, then, if satisfactory pathologic reports are 
to be obtained, the physician must (1) obtain adequate 
material, (2) make certain the material is properly 
prepared for transport, and (3) give pertinent clinical 
information. 

Besides the above diagnosis by clinical means is 
necessary. The laboratory can only confirm or deny. 
History is extremely important in clinical evaluation 
and often is the one thing that persistently indicates 
cancer. 

The female genital structures to be discussed are 
the vulva, vagina, cervix, endometrium, ovary, and fal- 
lopian tube, listed thus for ease in discussion. 

Carcinoma of the vulva occurs almost always 
after the menopause and is more frequent in white per- 
sons than in Negroes. Most of these patients have a 
long history of shrinkage and dryness. Leukoplakia 
has almost always been present before the appearance 
of cancer. Most of these lesions develop on the labia 
and form large superficial masses that become ulcerated 
and secondarily infected. Lesions on the vestibule tend 
to be excavating with hard irregular borders. Any of 
these may erode underlying blood vessels and cause 
bleeding. In almost every case there is itching, espe- 
cially around the clitoris and anal folds, which is worse 
at night. 

Clinical diagnosis of vulvar malignancy, which is 
usually rather simple, is based on history and appear- 
ance. The tumors are usually papillary outgrowths and 
may become quite extensive. There is always some 
degree of secondary infection and enlargement of in- 
guinal lymph nodes either because of the development 
of the disease or the infection. 

Some conditions, such as condylomata, may be 
confusing, but this usually occurs in young women and 
in association with venereal disease. Lymphogranuloma 
venereum, frequently associated with rectal lesions, can 
be differentiated by a positive Frei test. Hidradenoma 
of sweat gland if ulcerated may look like cancer, but it 
is usually well circumscribed and is differentiated by 
biopsy. 

Cancer originating in the vagina is very rare. If 
it does develop it is most often in the upper third of 
the posterior wall and may invade the rectovaginal wall. 
The symptoms are vaginal bleeding and vaginal dis- 
charge, both in varying amounts. Pain is not present 
unless there has been spread to the parametrium or 
paracystium. A diagnosis of primary cancer of the 
vagina is not to be made unless the cervix is found to 
be absolutely disease-free. If examination of the cervix 
through the vagina is not possible, the diagnosis is 
still not to be made unless the region of the cervix ap- 
pears normal on rectal palpation and there is no in- 
volvement of the parametrium. Sarcoma may be con- 
fusing, but it is most often found in young girls, and 
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the tumor frequently protrudes from the vagina and 
spreads rapidly. 

Cancer of the cervix is the second most common 

form of cancer in women in the United States. It is 
present in any decade, although rare before 20 years. 
Race seems to make little difference, except that Jewish 
women show a very low incidence of cervical cancer, 
and the incidence is increased in Negroes. It also in- 
creases with parity.’ 
__ The patient usually presents herself for examina- 
tion because of pain and/or irregular vaginal bleeding 
with hydrorrhea. A most unfortunate truth is that most 
women disregard the vaginal discharge and irregular 
bleeding or prolongation of menstrual periods, the first 
intimation of disease. But pain will cause them to seek 
help. It is never the first symptom and indicates ad- 
vancement of the tumor. Pain centering over the fifth 
lumbar vertebra, progressive, and radiating down the 
thigh front or back and stopping at the knee, is a very 
important symptom and all osteopathic physicians 
should keep this in mind. Suprapubic pain is present 
when the anterior vaginal wall or badder is invaded. 
Pain in the dorsolumbar area indicates compression of 
ureters, hydroureter, and hydronephrosis. Epigastric 
pain is almost always a terminal manifestation of para- 
vertebral spread. 

Sacrococcygeal pain is intense and is present in 
rectovaginal fistula found in advanced cases. There is 
no distribution of pain that is pathognomonic nor char- 
acteristic of cancer, but these symptoms are of para- 
mount importance as directional signs to complete ex- 
aminations. 

The method of local examination when searching 
for cancer is very slightly altered from the routine, and 
is done in this manner: If a Papanicolaou test is to be 
made, the material in the pool behind the cervix on the 
posterior vaginal wall is aspirated and the slide made. 
A dry speculum is inserted for inspection and further 
collection of material for the laboratory. Following 
this, a very careful examination of the vagina and all 
adjacent tissues is made using both gloved hands to 
palpate deep in the fornices. The left hand is used to 
explore the left fornix and the right hand the right 
fornix. A rectal examination is a very important part 
of the procedure. The purpose of this order is evident: 
To obtain suitable material and to inspect the area be- 
fore bleeding aggravated by palpation prevents all but 
a hasty inspection. 

There are three types of tumors in no way related 
to pathologic differences. They arise on the posterior 
lip, cervical canal, or anterior lip. An ulcerating tumor 
is markedly infiltrative. As it enlarges, substance is 
lost, the cervix is destroyed, and the vaginal fornices 
are invaded. Exophytic or “cauliflower” growths may 
fill the whole upper vagina without invasion but are 
associated with considerable secondary infection and 
necrosis. Nodular types often begin in the endocervix 
and of coure are invisible. The tumor infiltrates 
through the submucosa and the whole cervix is replaced 
by a granulating mass. ; 

Cancer of the cervical stump may not appear for 
some time after surgery—l to 25 years. An arbitrary 
time limit can hardly be set, but Ackerman and Regato? 
suggest that those developing within 3 years should not 
be considered as true carcinoma of the stump, but as 
a malignant growth that was not recognized at the time 
of operation. This condition is mentioned here only 
to recognize its existence. 

Carcinoma of the cervix in pregnancy is a for- 
midable complication, posing the extremely difficult 
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Overcoming the patient’s 
fear of intolerable pain and 
teaching her to expect relief from 
the medication will enhance the 


action of the analgesic 


problem of treatment. Fortunately it is not a common 
occurrence. Roswell Park Memorial Institute, report- 
ing 4,652 cases of cancer of the cervix over a period of 
30 years, found 124 patients (2.6 per cent) who were 
pregnant or had been pregnant within the year preced- 
ing admission.” 

The clinical symptoms most often encountered are 
bleeding, pain in the back, and a palpable tumor mass. 
These are most often attributed to abortion, and the 
conservative treatment of threatened abortion is given 
with very unsatisfactory results. The tumor is most 
often mistaken for a spongy placenta previa—a mistake 
quite likely to be fatal. A small specimen can be re- 
moved from the cervix by biopsy with no fear of com- 
plications. I cannot stress too strongly this procedure 
in all suspicious cases occurring in pregnancy. 

Carcinoma of the endometrium is more infrequent 
than cancer of the cervix. By far the majority of carci- 
nomas of the endometrium develop after the meno- 
pause, which is often late, and are frequently found in 
women who have had no children, in contrast to cervi- 
cal cancer. Many of these are obese and have diabetes 
and hypertension. Here again, a very careful history 
is of utmost value, especially a complete menstrual his- 
tory. Thorough bimanual examination is required, even 
under anesthesia if necessary. Endometrial carcinomas, 
which are usually flat and smooth, and arise from the 
walls of the corpus or fundus or in the cornual area, 
may, by invasion, ulcerate the cervix to the vaginal 
fornices, enlarge the size of the uterus, and cause ne- 
crotic excavations in the myometrium, or produce 
changes in adjacent tissue in advanced cases. Biopsy 
is not much help in diagnosis, nor is a negative Papani- 
colaou test. Dilatation and curettage, which constitute 
about the only help aside from clinical evaluation, 
should be performed in all unexplainable postmeno- 
pausal vaginal bleedings, and the material should be 
studied by a competent pathologist. 

Primary malignant conditions of the ovary are 
usually cystic but can be solid. They usually develop 
after puberty except for the rare embryomas which 
most often develop in childhood. The most character- 
istic symptom with ovarian cancer is abdominal swell- 
ing. In order of frequency the clinical symptoms are 
pain, swelling, pressure, tumor, weight loss, bleeding, 
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and flatulence. X-ray examination may be helpful in 
showing the presence of an abdominal mass and an 
evidence of metastasis to lung, supraclavicular nodes 
et cetera. ; 

Bilateral solid ovarian tumors are often secondary 
to carcinoma elsewhere, especially in the gastrointestj- 
nal tract. Ascites is a probable but not infallible sign 
that a tumor is malignant, and its absence does not 
always mean the tumor is benign. 

Primary carcinoma of the fallopian tubes is rare, 
Diagnosis is very rarely made prior to operation. The 
common symptoms are a foul leukorrhea, menorrhagia, 
and cramp-like pains in lower abdomen and pelvis. The 
age incidence is usually 40 to 55, and sterility and 
salpingitis have often preceded the onset.? Cancer usual- 
ly starts in the fimbriated end. The resulting occlusion 
may cause confusion with an inflammatory disease. 
Adhesions occur early. It is often almost impossible to 
tell whether the tumor actually arose from the uterus, 
ovaries, or tubes. The tumor is at times palpable during 
bimanual examination but to determine malignancy 
from that alone is impossible. Larsson and Schooley® 
insist that persistent positive vaginal cytology is often 
indicative. They cite four cases which had persistent 
positive Papaniocolaou tests, but cancer of the uterus 
was eliminated by endometrial curettage. A laparotomy 
was performed and the primary fallopian tumor found. 


Classification 


Before deciding on the method or methods of treat- 
ment most likely to be favorable, the grade (or type) 
and the stage of the disease must be determined. The 
grade is the histologic format of the disease while the 
stage is the degree of extension of the disease. The 
former is determined by the histologist, while the gyne- 
cologist must often classify the stage. “Staging” is not 
particularly concerned with operability or inoperability 
of cases. 

For carcinoma of the cervix the following is the 
revised League of Nations classification and is the 
standard generally accepted.* 


Stage 0. Carcinoma in situ, preinvasive carcinoma, intra- 
epithelial carcinoma, and similar conditions. 

Stage I. The carcinoma is strictly confined to the cervix. 

Stage II. The carcinoma extends beyond the cervix but has 
not reached the pelvic wall, or it involves the vagina but not the 
lower third. 

Stage III. The carcinoma has reached the pelvic wall or 
the lower third of the vagina. 

Stage IV. The carcinoma involves the bladder or the rec- 
tum (or both) or has extended beyond the limits previously 
described. 


All cases without any evidence of infiltration are to 
be placed in Stage 0. It must be assumed that the lesion 
is confined to the cervix (Stage I) if the ulceration or 
induration does not extend beyond it, and the fornices 
seem free and the parametrium is not indurated. 

Free space between tumor and pelvic wall satisfies 
the first requirement for Stage II, but of course it can 
be argued what comprises “reaching” and involving the 
pelvic wall, and what is actually the lower third of the 
vagina. 

In Stage III, there is no free space found between 
tumor and pelvic wall when palpated through the rec- 
tum. Invasion of the lower third of the vagina must be 
beyond doubt. Stage TV ought to be revised and prob- 
ably will be. 

There are some general rules that are quite helpful 
in staging :* 
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1. The case is allocated to a stage at an examina- 
tion prior to treatment and remains in this classification 
throughout the course of treatment. 

2. When deciding the stage of a case, nothing but 
the facts revealed by examination are considered. 

3. The presence of two or more conditions charac- 
teristic of a stage does not affect the staging. 

4. When there is reasonable doubt about which 
stage a case should be allocated to, the earlier stage 
should be chosen. 

5. Sarcoma, chorioepitheliomia, and mixed tumors 
should be excluded from staging, as should any cancer 
whose origin is not found in the cervix. Any post- 
irradiation or postoperative cases should be excluded. 

There is no entirely satisfactory clinical classifica- 
tion for endometriai cancer, but Bowing® proposes this 
one which is about as satisfactory as any: 

Stage I. Uterus not enlarged and movable 

Stage II. Uterus enlarged but movable 

Stage IIT. (a) Uterus not enlarged but with limit- 
ed mobility and infiltration of both parametria 

(b) Uterus enlarged and fixed with infiltration 
of an entire parametrium (out to the pelvic wall) 

(c) Uterus enlarged or not, with involvement of 
cervix, with or without vaginal invasion 

Stage IV. Uterus enlarged and fixed; evidence of 
extrapelvic metastases. 

Much the same situation obtains when attempting 
to stage ovarian carcinomas, but Latour and Davis® 
offer this one which is workable: 

Stage 0. Carcinoma in situ with no invasion of the 
stroma 

Stage I. Grossly malignant but confined to the 
ovary ; either solid or cvstic, with no excrescences or in- 
filtrated adhesions 

Stage II. Breakthrough of the ovarian capsule ; 
excrescences, infiltrated adhesions, ruptured capsule 
(before or at operation). No manifest spread beyond 
the ovary 

(a) Bilaterial ovarian involvement without evi- 
dence of any other pelvic metastasis 

Stage III. Pelvic dissemination: tubes, uterus, 
other ovary, bladder, rectum, rectosigmoid, pelvic peri- 
toneum 

Stage IV. Metastases beyond the pelvis 

Stage IV(L). Liver involvement. 

There seem to be only meager efforts to classify 
clinically vulvar and vaginal cancer. 


Treatment 


The following quotation is taken from the Fall 
1957 issue of Cancer News:* 


There are at present three methods in use that are of 
proven value in the treatment of cancer: surgery, radiation, and 
chemotherapy. Surgery is the removal by excision of the can- 
cer, together with neighboring or related tissues, in accordance 
with the type and stage of cancer. Radiation is the destruction, 
or attempted destruction, of the cancer by the gamma rays 
from one of three sources: x-ray, radium, or radioactive iso- 
topes such as the cobalt bomb, radioactive iodine, radioactve 
phosphorus, radioactive gold, and others. Chemotherapy, which 
only in occasional instances may be considered a primary treat- 
ment, is becoming a valuable aid in helping to prolong life 
and to make the cancer patient more comfortable. These 
methods of treatment are not competitive. [Italics supplied.] 
Each is used where it is thought that it is the method capable 
of producing the most benefit to the individual patient. It is 
not at all uncommon for two of these methods, or even all 
three, to be used in combination, in order to achieve the best 
possible result. 
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Diagnosis and treatment do not always remain a 
one-man responsibility, but occasionally call for group 
consultation. This group should include the gynecol- 
ogist and/or surgeon, radiologist, pathologist, internist, 
and physicist. In the smaller places this is almost 
impossible, but is to be encouraged when possible. In 
treating malignancies by surgery, radiation, or both, 
temporary palliation may be achieved but unless every 
vestige of the cancer cells has been removed or lethally 
disintegrated, cure remains a remote possibility with 
practically no second chance. 

The following serves very well in deciding on 
treatment for ovarian tumor :® 


Fibroma 

Brenner tumor Remove one ovary (At times portions can 
Cystic teratoma be conserved ) 

Thecoma 


Pseudomucinous cystade- Remove entire involved ovary 


noma 


Solid teratoma 
Squamous carcinoma in a 
teratoma 


Hysterectomy, bilateral salpin- 
go-oophorectomy 


Remove one ovary or remove 
both ovaries 
Remove both ovaries 


Serous cystadenoma appar- 
ently unilateral 

Serous cystadenoma 
bilateral 


Remove one ovary or do 
hysterectomy and bilateral 
salpingo-oophorectomy 

Hysterectomy and bilateral sal- 
pingo-oophorectomy 


Serous cystadenocarcinoma 
apparently unilateral 

Serous cystadenocarcinoma 
bilateral 


Carcinoma either unilateral 
or bilateral 

Sarcoma either unilateral or 
bilateral 

Dysgerminoma 

Arrhenoblastoma 


Hysterectomy and bilateral sal- 
pingo-oophorectomy 


Remove tumor or do hysterec- 
tomy and bilateral salpingo- 
oophorectomy 


Granulosa cell tumor ques- 
tionably benign 


Remove tumor or do hysterec- 
tomy and bilateral salpingo- 
oophorectomy 


Granulosa-cell tumor 
obviously malignant 


Terminal care presents all sorts of 
problems to tax the ingenuity 
and judgment. . . . Psychiatric 
evaluation and a good religious 


background are strongholds 
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If the entire tumor has been surgically removed, 
radiotherapy does not improve the results. In the dys- 
germinomas, which are known to be highly sensitive 
to radiation, it is wise to radiate if there is any ques- 
tion as to whether the whole tumor has been removed. 
Postoperative injection of radioactive gold into the peri- 
toneal cavity to replace radiation has been advocated 


. .. most writers are agreed that 
judicious care presents a socioeconomic 


problem as well as a scientific one 


in patients with early stages.” The latest hopeful note 
is in the experimental stage and is quite simple—it 
consists merely of filling the operative cavity with a 
solution of Clorpactin in an effort to kill any loose ma- 
lignant cells. It will not destroy a solid tumor nor does 
it seek out cancer cells alone, but does destroy on con- 
tact any living single cell—virus, amebas, et cetera.!° 

In cancer of the body of the uterus the following 
criteria are useful in deciding which patients should 
undergo surgery : 

1. If the uterus and cervix remain mobile without 
involvement of the parametrium, there is a reasonable 
chance of cure by surgery. 

2. Operation is necessary for large tumors so dis- 
torting the uterus as to make radium application dif- 
ficult or impossible. 

3. If there are swellings in the uterine adnexae, 
they are frequently associated with ovarian metastases 
which cannot be satisfactorily treated by irradiation. 

4. There may be a fixed retroverted uterus which 
does not result from extension of the disease, but 
which places the uterus closer to the rectum than is 
desirable for radium insertion. 

5. If there are large pyometra, the uterine wall is 
often quite thin and friable, making additional risks 
for application of radium. The operation of choice is 
total hysterectomy with removal of uterine appendages. 
Whether the abdominal or vaginal approach is used 
depends to a great degree on the skill and preference 
of the surgeon. 

The only particular contraindications to surgery 
are obesity or other causes making the patient a poor 
surgical risk or late presentation for treatment ; that is, 
after distant metastases are already present and com- 
plete removal of diseased tissue is not possible. 

It is well known that the best results are obtained 
when hysterectomy is practicable, that results obtained 
are gonsiderably improved by preoperative radiother- 
apy, and that the inoperable case can in a large pro- 
portion be benefited by skillful application of radiation. 
Preoperative irradiation is definitely useful, and the 
volume of the tumor may be reduced and secondary 
infection diminished by this means. It also lessens 
the possibility of postoperative recurrence and meta- 
stasis."! 

In cancer of the cervix the first choice must be 
made between surgical excision and radiotherapy. 
There is much writing both for and against surgery 


100 


in these cases, and statistical evidence to support both 
sides. Perhaps a medium ground would be to relegate 
those cases to surgery that have the following qualifica- 
tions: (1) proved radioresistance wherein the only 
hope would be surgery (the work of Ruth and John 
Graham,'* who claim to be able to recognize persistence 
of cancer by the use of a cytologic examination, after 
irradiation, could become immeasurably useful in this 
very field); (2) radioresistance discovered at a late 
date and requiring such procedures as ureteral trans- 
plants or removal of bladder; (3) good operative risk: 
(4) cervical cancer combined with pregnancy or large 
fibroids or ovarian cysts; (5) inflammatory swellings 
of the uterine adnexa; and (6) a very important one: 
when the vagina is so stenosed as to make the use 
of vaginal radium applicators difficult or impossible. 

For primary cancer arising from chronic leuko- 
plakia of the vulva, surgery is the treatment of choice, 
The modern trend is toward the extended radical vuly- 
ectomy. It is a major procedure and carries consider- 
able risk to the patient, but radiotherapy is limited 
because of the low tolerance of the tissues of the area. 
However, when confronted by an inoperable growth 
or some systemic condition precluding an operation, 
such as diabetes, a decision must be made whether to 
treat at all or to use radiation. Interstitial radium seems 
to work best but carries considerable risk. Roentgen 
irradiation is usually followed by severe and perma- 
nent reactions. 

In primary cancer of the vagina, few patients are 
cured. Surgery is nearly always of the radical type, 
but in expert hands, 14 per cent can be helped by 
radiotherapy.’ External pelvic roentgenotherapy should 
be given to every case and generally speaking should 
be completed by intracavitary radium. Transvaginal 
roentgenotherapy is of considerable value when the 
upper vagina is involved. Of course, surgery is the 
only treatment for sarcomas of the vagina. 

It is not within the province of this paper to tell 
the radiologist how to treat these cases. But because 
the gynecologist often assists or takes up again where 


the radiologist leaves off it behooves him to know a. 


few principles of Curie treatment. The patient is pre- 
pared as for a surgical procedure, including a cleansing 
enema and a douche of sterile water or any mild anti- 
septic solution. The area is thoroughly shaved and 
cleansed. The enema and douche are repeated the 
morning of radium application. Most of the older 
physicians then employ a Foley catheter; the new 
scoff at its value, but it seems to me to be a valuable 
measure. 

The routine preoperative medication is given, plus 
whatever anesthesia is best suited to the individual. 
Pentothal sodium is a satisfactory anesthesia for this 
procedure, which usually requires 20 to 30 minutes. 
Of course, the radium has been previously loaded in its 
container by the radiologist, who, together with the 
physicist, has calculated the amount to be used and 
its placement. It must be understood that intracavitary 
radium cannot be satisfactorily applied by recipe. There 
are three methods commonly used and modified as 
required by the individual patients. 

The Stockholm, the Paris, and the Manchester 
technics are universally used.‘"?* Ernst'* in our own 
state has pioneered in this work and has developed a 
very excellent applicator. He has published new tables 
of dosages which will make his modifications even 
more useful.’® 

All of the technics observe three cardinal prin- 
ciples: (1) Careful avoidance or minimization of pel- 
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vic infection. (2) Placement of well filtered radium 
to obtain the maximum radiation to uterus, cervix, 
paracervical and parametrial tissues, and vagina while 
delivering the least possible radiation to rectum and 
bladder. Protraction and distance are necessary to pro- 
tect rectum and bladder. This is secured by applicators 
and packing. The radium is widely placed laterally to 
protect the vagina but to deliver increased dosage to 
the paracervical tissues. (3) Each case must be han- 
dled individually with respect to combination with ex- 
ternal radiation, sequence of intrauterine and intra- 
vaginal application, and dose and protraction depending 
on complications and anatomic and pathologic condi- 
tions. 
The radium is left in place 24 to 72 hours as 
planned. During this time the patient is kept in bed, 
and a T-binder is very comforting. One with elastic 
over the perineum is good to hold the packing as well 
as the radium tubes in good position. By tightening 
or loosening, very slight changes in apposition-can be 
made. If an indwelling catheter is used, the collecting 
bottle is carefully watched to see that adequate urinary 
flow is maintained. The bladder should be flushed out 
with sterile water once a day. Nothing is done to dis- 
turb the bowels. The diet must be smooth and as pala- 
table as possible. Temperature, pulse, and respiration 
are recorded every 4 hours. A temperature of 100.4 F. 
on two consecutive recordings is an indication for the 
use of antibiotics ; the preferred ones in my hands are 
Achromycin or a combination of penicillin and strepto- 
mycin (Distrycillin). Mild sedatives, antinauseants, 
analgesics, and iron are given as indicated. Following 
removal of the packing and radium, a weak soda water 
douche is given and, if no bleeding is present, a simple 
cleansing enema. The patient is then allowed up.” 

Sequence and interval of intracavity radiation and 
external radiation are selected at the discretion of the 
radiologist.”® 

Complications of radiation are divided into imme- 
diate and late. 

During the course of treatment or in the few 
weeks immediately following, infection is the most 
troublesome of complications, but with large doses of 
antibiotics it is rare that the indicated amount of 
radiation cannot be given because of infection. The 
presence of infection often causes external roentgen 
therapy to be given before adding the trauma of insert- 
ing radium. In the rare case of tubo-ovarian abscess, 
surgical removal prior to radiation will usually allow 
completion of the full course. 

Bladder reactions are usually mild and do not 
seriously interfere with the treatment. They are usually 
cleared up by ingestion of liquids in adequate amounts, 
mild sedation, and careful attention to placement and 
packing away of the bladder in radium application. 

Proctitis is not usually a serious drawback to 
treatment. Some degree of rectal irritation is always 
present. Tenesmus or loose movements to the point of 
passing mucus and blood in the stools are the danger 
signals for conservative conduct of further therapy. 
Low residue diet, avoidance of laxatives, and adequate 
rest will usually control the condition. Mineral oil 
or small water enemas as needed are used. Some 
form of opium is used for diarrhea if required. Dis- 
continuing the treatment for a few days will often 
work wonders. 

Skin reactions are always present, usually as a 
dry bronzing progressing to rather moist desquamation. 
Protection of inguinal and gluteal folds with avoidance 
of any overlap of field margins usually prevents serious 
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skin reactions. An excellent treatment consists of thor- 
ough, gentle cleansing with a mild soap, such as oatmeal 
soap, followed by complete drying and application of 
Panthoderm cream. 

Inflammation of the epithelium does not interfere 
with treatment. It appears over the cervix and upper 
vagina, and the degree indicates a measure of the dose 
received. If it leads to vaginal stenosis, digital dilata- 
tion is performed especially in the sexually active age 
group. 

Radiation sickness is generally not a result of 
the radiation at all, but is a reaction to the anesthesia, 
cervical dilatation, or excessive packing causing press- 
ure on the bowel. Reaction to anesthesia has in my 
experience been the most common cause of sickness 
and has been entirely eliminated in those who have re- 
fused anesthesia for the second radium placement. 

The most serious late complications are (1) late 
reaction of the rectal mucosa, (2) fibrosis or gangrene . 
of the bowel, (3) localized injury of bladder, (4) 
pelvic fibrosis, and (5) fistulae. 

In all of these it is well to bear in mind that repair 
of rectoceles, hemorrhoidectomy, biopsy, et cetera, is 
usually unwise and only adds to the trauma. With late 
rectal reaction, all manipulation to rectum must be 
avoided as far as possible. The patient is best hos- 
pitalized and given a soft, nonresidue diet. Most of these 
patients have a secondary anemia which should be 
treated by the method favored by the attending phy- 
sician. Liberal administration of antibiotics to combat 
inflammation is recommended. Regular instillations of 
olive oil are soothing, and the feces are kept soft by 
lubrication, or by the newer softening agents such as 
Colace. Pain and tenesmus are controlled by opium 
suppositories. Osteopathic manipulative treatment gives 
immeasurable relief when gently administered not so 
much to correct musculoskeletal defects as to relax 
soft’ tissues, especially in the lower back. As a last 
resort colostomy may be done. 

Late fibrosis or gangrene of bowel leaves little 
choice but radical surgery. 

Late vesical reaction is manifest by urgency, 
frequency, pain, and usually evidence of infection. 
Conservative management is usually satisfactory. 

Late pelvic fibrosis is accompanied by vague pelvic 
pain, swelling, and pain of one or both extremities. 
There is induration of the parametrium and some 
degree of fibrosis and constriction of the rectum. Con- 


During the course of treatment or in 


is the most troublesome complication 


SCR 


servative measures are used unless colostomy is neces- 
sary. 
I reiterate the value of osteopathic manipulative 
treatment. 

Fistulae are rare, and repair is not often satisfac- 
tory. The patient must usually be educated in their 
care or a reroute operation must be done. 
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Radiation osteitis is mentioned because most of 
the texts call it to attention. I have not seen a fracture 
of the femur attributable to this, possibly because lat- 
eral ports of therapy are infrequently used. 


Pain is the one thing for which all cancer victims 
seek relief. Corticotropin in gel form, is given in 
doses of 20 to 40 units daily to relieve the severe de- 
pression ; it also is palliative in any type malignancy 
by reducing temperature, nausea, vomiting, anorexia, 
and anemia. 

The degree of pain is not always related to the 
degree of malignancy, so the physician must prepare 
to treat chronic or long-term pain. Overcoming the 
patient’s fear of intolerable pain and teaching her to 
expect relief from the medication will enhance the 
action of the analgesic. The dose should be adequate 
and should be given when the pain is mild. The non- 
addicting drugs are used first to combat pain, and they 
may be combined with drugs that affect the emotiona 
status. 


_ The addicting drugs, to be intelligently used, re- 
quire an understanding of tolerance and analgesic in- 
tensity. These narcotic drugs and their related com- 
pounds are our most useful pain killers and are re- 
quired in the final stages of most cases. 

Thorazine is a compound which relieves nausea 
and lessens the requirements for opiates. It is a valu- 
able adjunct in most cases. 


Cobra venom is also being used and has been quite 
helpful in many instances.” It is given intramuscularly 
on the first day, 2.5 units, and 5 to 10 units daily there- 
after for 1 week. Since the analgesic action is delayed, 
it should be given for 1 week before evaluating its 
effect. Untoward reactions are emesis, diarrhea, and 
severe pain at the site of injection. 


Terminal care presents all sorts of problems to 
tax the ingenuity and judgment. Many agents are 
used to give relief. Psychiatric evaluation and a good 
religious background are strongholds. The physician 
will give the greatest help if he is able to feel 
that the radical treatment and the mutilation he has 
advised or administered were worth the price to the 
individual in giving him enough comfortable time to 
warrant the procedure. He must also realize that in 
the final scene he stands next to God in most patients’ 
eyes, in that the patient looks to him as her one source 


> The conquest of worlds beyond our own holds the 
greatest hope for sublimating contests of man against 
man to contests of man against the elements. This con- 
test, pitting the frailty of man against the awe-inspiring 
forces of the universe, is as much a need as a challenge 
in the world today. .. . 

We as physicians are all too familiar with the fact 
that a person, whom we have examined and pronounced 
fit, may suddenly become ill. Of particular significance 
to us in aviation are the disorders of the cardiovascular 
and central nervous systems. Of the common types of 
heart disease, coronary heart disease is hy far the most 
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The frailty of man in flight 


of earthly hope. He must never allow himself to reach 
the point where he cannot stand to listen to a recital 
of her drab existence nor where he brusquely dismisses 
her as “done for.” Quite an obligation ! 


Summary 


A resume of procedures in caring for a patient 
with genital malignancy has been presented. Diagnosis, 
with emphasis on clinical staging, and choice of treat- 
ment and terminal care have been discussed from the 


standpoint of the gynecologist. 
Community Hospital 
Box 97 
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important. In the case of congenital, rheumatic, or hy- 
pertensive heart disease usually we can establish the diag- 
nosis long in advance of heart failure. The same cannot 
be said for coronary heart disease. The difficulty is 
traceable to the fact that acute coronary insufficiency 
often comes as a complication of underlying disease of 
the coronary arteries which is not detectable by present 
methods of examination. In other words, usually it is 
impossible to make a diagnosis of the disease of the 
coronary arteries in advance of some evidence either of 
a state of coronary insufficiency or of coronary heart dis- 
ease itself —Captain Ashton Graybiel, MC, USN, Ameri- 
can Journal of Physical Therapy, August 1958. 
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ARTERIOSCLEROSIS obliterans 
ts SURGICAL repairs 


GEORGE F. PEASE, D.O. 


Fort Worth, Texas 


I. A CONSIDERATION of arteriosclerosis 
obliterans, it is necessary to be acquainted with the gen- 
eral field of occlusive disease and the complications 
arising because of its presence. This disease is recog- 
nized to be organic arterial obstruction, or the lessening 
of the caliber of arteries with resultant impairment of 
circulation. It is a form of arterial degeneration in 
which the primary disturbance consists of proliferation 
and deposition of lipid material in the intimal and sub- 
intimal layers of the arterial wall. Atheromata result 
from continued deposition of this substance and from 
degenerative local changes in the deposit itself, caused 
by foreign body reaction and resulting in cystic forma- 
tion and calcium deposition. The disease may be wide- 
spread over the whole arterial system, or may be 
segmentally located. The most common type is the 
generally distributed variety. This is typically a disease 
of older people: that is, of older persons with hyper- 
tension and varying degrees of development of the 
cardiovascular-renal syndrome, or those with poor 
ability to heal the lesions that develop, such as ulcers, 
damaged ischemic nerves, and osteoporotic bones. 

There are definite clinical types of segmental oc- 
clusive disease which can be catalogued by anatomic 
location. The severity of the disease in each type may 
vary, and certain cases may fit into more than one 
classification. The locations of chronic occlusion are: 

1. The lower part of the femoral artery 
. The midthigh area (in Hunter’s canal) 

The proximal femoral artery 

. The iliac artery 

. The lower part of the abdominal aorta 

. The anterior and posterior tibial arteries 
. The subclavian artery. 

The physician should readily understand the need 
for accurate appraisal of the exact vascular status in 
each case, its relative functional and organic com- 
ponents, and the exact location or level of the lesion 
which threatens the survival of the extremity. This 
phase of the problem has been previously presented to 
this group in a paper by Baker, Sheldon, and Hick- 
man.” They state: 

A large percentage of all lower extremity amputations 
performed in this country are the result of inherent vascular 
disease. As it has only been during the past decade that vascu- 
lar surgery has emerged as a recognized specialty in its own 
right, it is not hard to understand that, even today, a great 
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*Presented at the annual Clinical Assembly of the American College 
of Osteopathic Surgeons, St. Louis, Missouri, October 29, 1958. 
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many extremities are needlessly amputated by the “skilled sur- 
geon” who has not been able to keep up with the rapidly devel- 
oping innovations in the field of vascular disease. At the other 
extreme, there are “skilled clinicians” who hope for healing of 
a gangrenous lesion, even up to the death of a patient, when 
the vascular status is obviously hopeless by today’s standards. 


Acute occlusions are the result of sudden throm- 
bosis in an atherosclerotic artery. Such an occurrence 
may be the first clinical sign of arteriosclerosis obliter- 
ans in certain patients. It is a frequent complication 
of any of the clinical types of chronic occlusion. 

The basic methods of treatment of arteriosclerosis 
obliterans, both medical and surgical, are designed to 
arrest the progress of the disease, to increase the cir- 
culation, to give relief from pain, and to prevent ulcer- 
ation, gangrene, and local infections. Recently the fatal- 
istic attitude toward this problem has been changed 
and a direct attack on the occlusive lesion has been 
found to be more rational. Segmental lesions have been 
found to be quite localized in a large percentage of 
patients, and this fortunate pathologic feature permits 
this direct attack. This is true solely because the arterial 
bed is so frequently patent above and below the ob- 
struction, as well as being relatively normal, allowing. 
for successful surgical procedures. The previously 
fatalistic attitude toward this problem was the natural 
result of an earlier concept that arteriosclerosis was an 
inevitable consequence of aging. It was therefore 
considered to be an irreversible process, and it was 
the general belief that the disease diffusely involved all 
major arteries. 

Active treatment may include measures aimed at 
improving the general condition of the patient, pro- 
cedures directed toward alleviating local lesions, and 
attempts to revascularize the area.* The revasculariza- 
tion of occluded areas constitutes the current therapeu- 
tic aim in most instances. It is the consensus of 
thoughtful surgeons that destructive surgery will even- 
tually disappear and reconstructive surgery will take its 
place. Revascularization is, of necessity, a forerunner 
of such advances. 

Today, revascularization procedures may be suc- 
cessfully performed for relief of occlusion of any 
major artery, including those of the lower extremi- 
ties. These procedures are: 

1. Sympathetic blocks 

2. Sympathectomy 

3. Removal of obstructions in the arteries by 
endarterectomy or thrombectomy 
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4. Replacement procedures with autogenous vein 
grafts, homologous arterial grafts, or artificial pros- 
thetics (nylon grafts, the Edwards Tapp tube) 

5. By-pass procedures, including the vein by-pass 
or use of artificial prosthetics (nylon by-pass grafts, 
Edwards Tapp tube) 

These are all direct operative procedures employed 
in the treatment of segmental occlusions. I feel that 
such surgical procedures as replacements, by-passes, or 
removal of obstructions should be preceded or accom- 
panied by sympathectomy. 

The rationale of sympathectomy in arterial disease 
is to relieve spasm. Spasm of an artery and its col- 
laterals occurs in any injury to the artery—even if the 
bared artery is touched by a gloved finger. The mere 
presence of an intra-arterial plaque, a clot, or a calcium 
deposit in the intima may be the “trauma” which re- 
flexly throws that vessel and its collaterals into spasm.* 

The spasm which accompanies the sudden loosen- 
ing of a large arteriosclerotic plaque or the lodgment 
of an embolus at a bifurcation may be the decisive 
factor in the life or death of the extremity. Sympathec- 
tomy is an indicated prerequisite to any and all cor- 
rective procedures for obliterative arterial disease. 

Sympathectomy may not prevent gangrene; the 
process may already be irreversible. It is particularly 
valuable if performed early, before the onset of gan- 
grene. The results vary directly with the completeness 
of the removal of the first to the fourth lumbar seg- 
ments of the sympathetic ganglia. 

The popularity of the nylon graft is well deserved, 
particularly the Edwards Tapp type. Its use has been 
as successful, if not more so, than the use of arterial 
homografts. In the arteries of the peripheral extremity, 
it has been the only satisfactory prosthetic tube yet 
devised. 

Despite the well-earned popularity of the pros- 
theses, it is well to consider the continued use of the 
veins for replacement or by-pass procedures. Readily 
usable sizes accompany all peripheral arteries, and 
they are dispensable. The segment used is reversed so 
that the valves do not obstruct the flow of blood. Saphe- 
nous or femoral vein grafts may be used in an end-to- 
side technic to bridge an obliterated segment of the 
femoral artery. This technic has the great advantage 
of not destroying the very valuable collateral vessels. 

Vein grafts should be considered if: 

1. The arteriogram shows a local arterial block. 

2. The remaining vessel appears healthy and will 
hold sutures. 

3. Removal of the thrombus would not leave suf- 
ficient artery to carry the blood. 

4. The collateral circulation is adequate. 

5. Clinical evidence promises gangrene without 
this procedure. 

6. The patient is young. 

The endarterectomy or thromboendarterectomy 
occupies a definite place in the work of the vascular 
surgeon. This procedure, which entails the actual re- 
moval of the obstructing lesion, has the definite advan- 
tage of using the patient’s own tissues. The intimal 
and subintimal layers of the artery, including the 
atheromatous obstruction, are removed by blunt dis- 
section at the subintimal line of cleavage. The patency 
is thus restored, and the vessel becomes lined by new 
healthy endothelium. This procedure was devised by 
dos Santos, and was the first of the direct procedures 
to be used to restore a pulsatile circulation. 

Since the Edwards Tapp tube came into common 
use, many surgeons have used the endarterectomy only 
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in short segments of thrombotic obstruction. It has 
been found that endarterectomy fails more frequently 
than the tube graft. Endarterectomy is an extensive 
operation compared with tube graft replacement or by- 
pass procedures ; the less complex procedure minimizes 
the great risk of losing the involved extremity. The 
ischemia of the leg and foot is made worse by failure 
of endarterectomy. DeBakey, Crawford, and Cooley! 
now limit their use of it to segments of a large vessel 
less than 6 cm. in length, and for short, discrete lesions 
involving either the terminal aorta or the iliac arteries, 

The indications for endarterectomy described by 
Pratt* are: 

1. Traumatic thrombosis in a normal limb 

2. An acute area of thrombosis, particularly the 
undermining of a plaque in a diseased artery 

3. A limb in which all efforts at conservative 
therapy are failing 

4. If the patient has lost the other limb, and is 
showing failing circulation in his only limb 

5. Thromboangiitis obliterans in younger individ- 
uals who do not respond to conservative therapy 

6. General arterisclerosis in which some trauma 
has caused an area of thrombosis 

7. If the arteriogram or aortogram shows a local- 
ized obstruction. 

Like most surgical procedures, endarterectomy 
also has contraindications. They are: 

1. The absence of arteriographic evidence of open 
circulation below the point of obstruction. 

2. Obvious gangrene where a useful extremity 
would not result 

3. Spreading infection 

4. Extensive involvement of the entire limb. 


Thrombectomy and arterectomy are _ indicated. 


where the circulation is interrupted by the undermin- 
ing of a large plaque. Either resection of the plaque 
or of the involved segment of the artery is performed, 
as the case demands. This is an emergency and must 
be done as early as one would do an embolectomy. The 
diagnosis in these cases must be made clinically and at 
times may be aided by aortography or arteriography. 

If the thrombus is fixed and not removable, resec- 
tion of the entire segment of the artery may prevent 
further propagation of the clot. A by-pass should be 
used if it is found that the artery above and below the 
pathologic portion is comparatively normal. Removal 
of the diseased segment of the artery is indicated be- 
cause by so doing the subsequent inflammatory process 
in the continguous vein is forestalled. A complicating 
venous thrombosis may also be prevented, thus mini- 
mizing an already serious condition. 

In some instances, when thrombosis occurs at the 
bifurcation of the aorta, resection of the bifurcation is 
feasible. The degree of calcification will determine the 
feasibility. Suturing should not be attempted if the 
vessel is a mass of plaques. Sympathectomy should 
be performed with or without resection. In the so- 
called Leriche syndrome, some improvement may be 
expected from the sympathectomy alone. 

Thrombosis at the bifurcation of the aorta may 
be acute and rapid, or it may be slow. In the acute 
case, no collateral circulation is built up; in the slow 
case, the patient may survive without any treatment 
since collateral channels may have developed adequate- 
ly. If good arterial tissue is found above, on the aorta, 
and below, on the iliacs or femorals, then resection 
with replacement or a by-pass may be indicated. It is 
generally considered that suturing of tissues heavily 
laden with plaques and calcium will fail. 
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Summary 


The surgical approach to the problem of arterio- 
sclerosis has been presented. The specific clinical types 
amenable to treatment have been pointed out. The 
rationale of sympathectomy in arterial disease has been 
explained, as the elimination of spasm is so important 
in arterial disease. Consideration has been given to the 
various direct operative procedures employed in the 
treatment of segmental occlusions. The number of 
patients who may be helped by these procedures is 
jegion, since obstructive arterial disease of the various 
organs and parts of the body leads to the deaths of a 
large proportion of the population. It has been empha- 
sized that by proper selection of the patient and the 
procedure, peripheral circulation can be restored in a 


ADDISON'S 
DISEASE 


With report of a case 


THOMAS L. RILEY, B.A., D.O. 


Pasadena, California 


| HE DESCRIPTION BY Thomas Addison in 
1855 of the disease which bears his name is still prob- 
ably the most accurate that can be given of the patho- 
logic condition known also as chronic adrenal cortical 
insufficiency.* 

The leading and characteristic features of the morbid state 
to which I would direct attention are anemia, general languor 
and debility, remarkable feebleness of the heart’s action, irrita- 
bility of the stomach, and a peculiar change of the color of the 
skin occurring in connection with the diseased condition of the 
suprarenal capsule. 


Better understanding of fluid and electrolyte bal- 
ance and the advent of steroid therapy have now made 
this formerly universally fatal disease controllable, and 
have reduced the death rate to 0.4 per 100,000 popula- 
tion.* 

The picture presented by the case discussed in this 
report differed from the typical clinical description of 
Addison’s disease to such a degree that the disease re- 
mained undiagnosed until post-mortem examination. 
Before presenting the case history, I shall briefly dis- 
cuss Addison’s disease as a clinical entity. 


Description of disease 


The etiologic factors leading to decreased function 
of the adrenal cortex are two: (1) tuberculosis of the 
adrenal gland, almost always secondary to pulmonary 
or urogenital tuberculosis, and (2) idiopathic atrophy 
of the adrenal cortex. The conditions are approximately 
equal in incidence. It is difficult to diagnose the etiology 
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majority of instances, because the arteriosclerotic lesion 
is typically localized, leaving the vessel above and below 
the lesion amenable to one form or another of surgical 


attack. 
1001 Montgomery St. 
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as tuberculous unless a definite history of pulmonary or 
urogenital tuberculosis can be elicited. 

The patient is usually a thin, undernourished fe- 
male who complains of marked weakness and fatigue. 
The fatigue may be so marked that the individual finds 
talking an effort. There are usually complaints of 
anorexia, nausea and vomiting, weight loss, dizziness, 
and fainting spells. There may be a history of frequent 
infections. 

Physical examination reveals a weak pulse, small 
heart with distant heart sounds, and low blood pressure. 
These symptoms are accounted for by excessive loss of 
sodium and chlorides in the urine, with a resultant de- 
crease in plasma and extracellular fluid. Excessive pig- 
mentation of the skin and mucous membranes may be 
noted, particularly on exposed areas of the body, pres- 
sure points, and around the genitalia. 

Chest roentgenograms and_ electrocardiograms 
show decreased size of the heart, and low electromotive 
force and evidence of electrolyte imbalance may also 
appear on the ECG tracing. 

Unless the diagnosis is suspected, and certain spe- 
cial tests are made, laboratory studies do not reveal 
anything specific. Decrease in plasma volume may lead 
to hemoconcentration and an elevated hematocrit read- 
ing. Leukopenia and lymphocytosis may be found, as 
may a relative eosinophilia. More specific tests which 
are highly suggestive but not diagnostic are 17-keto- 
steroid excretion, Thorn eosinophil counts, and Kep- 
ler’s water test. 

The objectives of treatment are the restoration of 
normal cardiovascular status, weight gain, and re-estab- 
lishment of normal plasma levels. Sodium chloride 
levels must be maintained either by the administration 
of pure salt tablets up to 10 grams per day, or by the 
use of sodium-retaining steroids such as flourohydro- 
cortisone acetate, 0.1 to 0.3 mg. per day, or desoxy- 
corticosterone acetate (DCA) linguets, 2 to 4 mg. every 
12 hours.? Implantation of crystalline hormone pellets 
(Percorten) under the skin of the back may be of 
value. 

Prognosis for life is good with careful use of 
steroids and electrolytes and control of intercurrent in- 
fections.? The tuberculous form carries a poorer prog- 
nosis than the idiopathic variety. 

Great care must be taken to avoid and control 
adrenal crisis, a condition characterized by shock, fall 
in blood pressure, hemoconcentration, increased non- 
protein nitrogen, and general vasomotor collapse. 
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Case history 


The patient, a 72-year-old white woman, was first 
seen in the office on April 14, 1958. The presenting 
complaints were epigastric distress, nausea, and vomit- 
ing. She stated she had no appetite and could eat only 
three or four bites of food before vomiting. She gave a 
history of “stomach trouble” for many years, but only 
in the last several weeks had it become so bad. ; 

Examination revealed a well-developed, well-nour- 
ished female with no signs of dehydration. Tempera- 
ture was 98 F., pulse rate 100, and blood pressure 
120/80. The remainder of the examination showed re- 
sults within normal limits except for marked tenderness 
and guarding in the epigastrium. A lower abdominal 
scar was present, but the patient did not recall the 
nature of the surgery. 

She stated that she had had tuberculous peritonitis 
in 1905, and that several members of her family had 
had tuberculosis when she was a child. She gave no 
history of pulmonary tuberculosis, and _bacteriologic 
studies performed at Los Angeles County Hospital in 
1957 were negative for tuberculosis. 

An upper gastrointestinal roentgenographic ex- 
amination was made the following day, and almost com- 
plete stenosis of the pyloric sphincter was demonstrated. 
The patient was admitted to Glendale Community Hos- 
pital for gastric resection. 

Examination in the hospital was not significant. 
The temperature was 98 F., pulse rate 100, respiration 
rate 22, and blood pressure 90/64. Slight dehydration 
of the skin was evident and epigastric tenderness was 
noted. 

Laboratory studies showed 5,200,000 erythrocytes, 
96 per cent hemoglobin, and 7,700 leukocytes. The 
differential leukocyte count was as follows: total poly- 
morphonuclear neutrophils, 68 per cent; segmented 
neutrophils, 61 per cent; nonsegmented neutrophils, 
5 per cent; eosinophils, 2 per cent; lymphocytes, 23 
per cent; and monocytes, 9 per cent. Urinary findings 
were negative except for positive acetone test and 
numerous hyaline casts. Blood chemistry showed blood 
sugar, 96 mg. per 100 cc.; nonprotein nitrogen, 81 mg. 
per 100 cc. ; uric acid, 13 mg. per 100 cc. ; and creatinine, 
1.4 mg. per 100 cc. The following day the test for non- 
protein nitrogen was repeated and the result was 54 
mg. per 100 cc. The results of serologic tests were 
negative. 

On April 25, 1958, a partial gastric resection was 
performed. Pyloric stenosis was demonstrated with 
numerous peritoneal adhesions. 

Postoperatively, the, patient did not do well. The 
systolic blood pressure fluctuated between 50 and 100. 
Levophed was administered almost continually and 
Eschatin was given in doses of 5 cc. several times a 
day. Emesis persisted even with a Levin tube in place 
and with constant suction applied. On the morning of 
the fifth postoperative day she became suddenly coma- 
tose with stertorous breathing progressing to Cheyne- 
Stokes respiration. It was believed that the patient had 
suffered a cerebrovascular accident, and oxygen, Levop- 
hed, and Eschatin were administered. Her condition 
continued to decline and she died quietly on the eve- 
ning of the sixth postoperative day. 

Autopsy revealed the body to be in good state of 
nutrition with moderate edema of the legs and ankles. 
The, brain showed no abnormalities and no evidence 
of vascular arteriosclerosis or cerebrovascular accident. 
The lungs showed basilar congestion but no signs of 
recent or old pulmonary tuberculosis either on gross 
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or microscopic examination. The heart was small 
weighing 275 grams, but was otherwise normal. The 
thyroid gland exhibited a small adenomatous nodule 
which on microscopic examination was found to be a 
follicular adenoma. Abdominal and pelvic viscera were 
normal; numerous peritoneal adhesions were found, 
Kidneys were normal, and fallopian tubes were absent. 

The right and left ardenal glands weighed 16 and 
15 grams respectively. The entire glands were firm and 
nodular and on cross section displayed firm, yellowish- 
gray, necrotic nodules. Microscopic examination re- 
vealed extensive granulomatous inflammation, histo- 
logically characteristic of tuberculosis, with only minute 
foci of preserved parenchyma. 

The anatomic diagnosis was as follows: 

Primary; Tuberculous peritonitis and salpingitis 
(1905) ; and 

Secondary: Tuberculosis of adrenal glands, and 
peritoneal adhesions, reflecting healed tuberculous 
peritonitis. 


Summary 


The clinical picture, diagnosis, and treatment of 
Addison’s disease have been briefly discussed. A case 
has been presented in which this entity was undiag- 
nosed until autopsy. 

It would appear that it would be well to evaluate 
carefully the adrenal status of any patient with a his- 


tory of tuberculosis, however vague, prior to operation. 
455 East Washington Street. 
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Environmental health 


> Programs of environmental sanitation, more 
recently given the broader designation of environ- 
mental health, date from the earliest efforts to or- 
ganize the community to provide services for the 
benefit of health. Also the necessity for readjust- 
ment of public health programs, according to cur- 
rent conditions and concepts, is well-known and 
frequently discussed. In defining public health 
services a few years ago, Dr. Leonard Scheele 
pointed out that a health problem is considered to 
be a public health responsibility when, because of 
its nature or extent, it can only be solved by or- 
ganized society through government action. Such 
action is necessary when a given problem of health 
and disease can no longer be solved by the unassist- 
ed efforts of individual citizens and the uncoordi- 
nated resources of the community. “In short, the 
society in which public health services function 
determines their scope and content. Society is con- 
stantly changing; hence the scope and content of 
public health also change sometimes slowly and 
sometimes very rapidly.”—Roy J. Morton, Health 
News, August 1958. 
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The physician’s reading 


The physician’s writing and the challenges it offers 
to many doctors, challenges that few find themselves 
able to meet successfully, were discussed at length in 
an August JoUuRNAL editorial. The article suggested 
that a physician’s writing should be no exceptional 
thing among his privileges and responsibilities. Rather, 
he should view it as an obligation to express in writing 
the results of his work and experiences. Emphasis was 
laid on the growing interest in the technics of medical 
writing and the increasing opportunities, now opening 
up to both physicians and student-physicians, to learn 
the fundamentals of writing technics and to improve 
those already possessed. 

At a pole opposite to the physician’s writing is his 
reading. What should the doctor read, apart from the 
professional literature that he must read to keep abreast 
of the fast developing science of medicine? Just as, ac- 
cording to Dr. Henry Sigerist, there is no such thing 
as “medical writing,” only “good writing and bad writ- 
ing,” there is no literature for physicians—there is only 
what educated people read. 
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Like “The Physician’s Writing,” these comments 
on “The Physician’s Reading” are written for those 
who are really interested in improving their writing. 
None would disagree with the statement that good writ- 
ing requires clear thinking and a command of one’s 
language. There is no better way, however, to both 
accomplishments than to read good writers critically 


every day. Since physicians are busy people, there must 


be a program that will make each day yield its maxi- 
mum value. No new point this, but one rarely heeded. 

Goethe, last of the master minds, but first of the 
modern men, warned us against being swallowed up by 
the world. André Maurois, wise among the cultured 
French, refers to chronophages (time eaters), to which 
we should show no quarter—tabloid newspapers, at- 
tractive slick magazines color filled, ad-saturated radio, 
and a TV that incites to buy more things less needed. 
They are parasites that fatten on our minutes and by 
so much devour our lives. 

On reading, as well as writing, we can best take 
a leaf from Henry Sigerist. No modern organized his 
time more wisely over many years than did he, spending 
2 hours of every day in worth-while reading, despite 
his work-filled, highly creative life. No chronophages 
could find a chink in his schedule in which to hide. 

But why read? asked Sigerist. He answered that 
it was in order to learn, to enrich our lives, and make 
them more meaningful “and also to learn to express 
ourselves better.” (Italics supplied.) “We do not read 
to kill time,” wrote this most extraordinary man, “‘be- 
cause life is too short and time too precious to be killed 
thoughtlessly.” 

Reading done specifically to insure better writing, 
must be critical reading of good writers. Out of his 
daily reading, Sigerist set aside time to read some mod- 
ern writers critically, but only a few pages daily, analyz- 
ing the sentences, making notes of words that he would 
not have used but which he found impressive, and 
soaking up the style and diction. He examined espe- 
cially the make-up of sentences, thereby to improve his 
own syntax. And this continued long after he was a 
mature man, writing an excellent German style. When 
he was forced to master English, so different in con- 
struction, he kept up the same program. After critics 
had rated him a writer of lucid English, he did not 
leave off his attempts to improve his writing. He chose 
the novels of Aldous Huxley as models for study. To 
the end of his life this physician-historian-teacher felt 
it necessary to keep working on the technics of writing 
through wise, thoughtful, and critical reading. 

The world’s writing is not done by born writers. 
It is done by those who make a studied effort to learn 
the fundamentals of an art and never tire in their 
efforts. Those doctors, however, who do occasional writ- 
ing often leave their skills to chance and excuse their 
blundering attempts to write on the basis that they 
“can’t write.” 

Prerequisite to good writing is good reading, the 
greater part of which is not work but a delight. Aside 
from the few minutes to be given over to critical read- 
ing, as Sigerist suggested to doctors who would write, 
daily reading should be devoted to good books, any 
good book written during the last 5,000 years. And 
among these, only a few carefully selected new books. 
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For one following a reading program, even a slight 
one, it is useful to keep a record of books read each 
year. Proportion them roughly by periods, as did 
Sigerist. He found that in a year’s reading (he read 
about 100 books a year) about one-third were written 
before 1900, many before 1500; one-third between 
1900 and 1940; and another third were new books (the 
majority of these were required reading because they 
were presentation copies ). 

Most physicians are not prepared to handle so am- 
bitious a program. The number read each year will 
need to be sharply cut from Dr. Sigerist’s allotment of 
100, perhaps to fifty a year. For the nonreader, twen- 
ty-five would be a better possibility, at least until a 
momentum of reading has been achieved. Proportion- 
ally, the number of new books read in a year should 
be sharply cut, it should not exceed an eighth of a 
year’s total reading output. At the same time many 
readers will need to learn to read faster. Doctors read 
slowly, not because their professional reading is diffi- 
cult but simply because our educational methods do not 
produce rapid readers. Paradoxically, to read rapidly 
is to comprehend more clearly, regardless of the type 
of material. In some larger cities adult courses in the 
technics of rapid reading are being offered by colleges. 
Texts are likewise available for home study. 

A momentum, both of reading skill and of the 
reading habit, can be acquired. And given the initiation 
of this momentum and its maintenance for a few years, 
nothing can be powerful enough to overcome it. At the 
end of a lifetime, it will have made the difference be- 
tween an educated man and one who is not. 

Like writing, so vital a thing as the physician’s 
reading program dare not be left to chance. The casual, 
leave-it-to-chance reader should buy a copy of a little 
paperback, The Wonderful World of Books (Edited 
by Alfred Stefferud. A Mentor Book. 35 cents). It 
is fast reading, and as Bennett Cerf puts it about read- 
ing in general, “It’s fun to read.” The Wonderful 
World of Books is a simple and easy road on the way 
to a new world, to be explored through a reading pro- 
gram. 

If this slight foray opens up a “wonderful world” 
to the doctor, he is emotionally ready to live in it. For 
this purpose, Helen E. Haines Living with Books— 
The Art of Book Selection is one of the best guides 
and is indispensable for one’s look-it-up shelf. Living 
with Books, published by Columbia University Press, 
is now in the second edition. 


One can have but small patience with the compe- 
tent physician, highly capable in the hospital, in a 
surgery, or in a laboratory, yet who is unable to ex- 
press himself clearly and adequately through either 
the spoken or the written word. He gained competence 
in his chosen field by tireless labor systematically done. 
Would he speak and write effectively and adequately 
without making any attempt to master his own lan- 
guage’ Such nonsense calls for no sympathy. To be 
willing to serve up a mess of poor writing is not only 
a discourtesy to those who listen or read, it also be- 
speaks ignorance and reveals the undisciplined mind. 
Usually it is merely indicative of thoughtlessness. And 
it is never too late to begin to read and write. 


This appeal to the physician to read is confined 
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to its effect upon his writing, because reading is one 
of the roads by which he may come to express himself 
with “euphony, lucidity, and clarity”—three rules of 
good writing as set forth by Somerset Maugham, one 
of the better modern stylists of the last 40 years. They 
apply equally to medical writing. But good writing 
can be done only by those who do good reading. 

In one of Aldous Huxley’s books, Jesting Pilate, 
he said, “Every man who knows how to read has it in 
his power to magnify himself, to multiply the ways in 
which he exists, to make his life full, significant and 
interesting.” To write well is one of the ways in which 
the physician can multiply himself. 

The French biologist, Edmond Rostand, in a re- 
corded conversation, said several years ago that “Life 
is the Great Adventure.” Whether we write or not, it 
is good reading that keeps life the Great Adventure— 
to its end. That should be sufficient to keep any doctor 
reading wisely. 


Statistical study 
completed and continued 


Completion of the A.O.A. mechanized statistical pro- 
gram, begun October 26, 1956, makes possible an ac- 
curate figure of the number of individuals who have re- 
ceived the D.O. degree from the profession’s colleges 
during its 64-year history. Especially interested in this 
figure will be the 11,117 doctors of osteopathy who 
filled in the statistical survey blank and returned it to 
A.O.A. Department of Statistics and Information be- 
fore December 31, 1957, the closing date of the initial 
study. Those who replied to the first survey constituted 
79.9 per cent of the number (13,920) mailed forms— 
all persons with a recognized D.O. degree for whom an 
address could be found, whether in or out of practice. 
These figures do not include the 1958 graduates who 
have just been mailed questionnaire forms to complete. 

Osteopathy as a profession came alive on March 
2, 1894, when 20 student-osteopaths were graduated 
from the first school of osteopathy in the world, found- 
ed 2 years earlier. A nationally organized profession 
was instituted on April 19, 1897, the founding date of 
the American Osteopathic Association. 

From its beginning, the A.O.A. kept records of 
those graduating from osteopathic colleges, but in its 
early years, facilities for gathering and recording in- 
formation were limited. In spite of this, A.O.A. files 
were known to be relatively complete. However, off- 
cers have been aware for some time that the informa- 
tion contained therein was inadequate to meet the 
needs of organized osteopathy today. Comprehensive 
data is increasingly required by growing recognitions 
of the profession, especially to meet calls from the 
Federal Government, to give private agencies informa- 
tion they request about osteopathy’s part in meeting 
the health needs of the Nation, and to furnish data 
in support of medical legislation, sought at both federal 
and state levels. 
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Today there is a constant demand from authentic 
sources upon all types of health agencies that they fur- 
nish complete statistical pictures of their activities. 
This information gathered by an agency’s clerical em- 
ployees may take several weeks to put together as a 
statistical picture. Modern computers and machine 
methods can furnish the same picture in as many 
hours. Speed in furnishing information is needed to 
meet the’stepped up pace of modern society. Associa- 
tions and societies of significance generally are mod- 
ernizing their filing systems to meet the demands made 
upon them. 

In July 1956, the A.O.A. Board of Trustees 
authorized the Central Office to undertake a modern 
statistical program. A first step toward its initiation 
occurred when the statistical survey questionnaire was 
mailed to every D.O. in the world whose address was 
recorded in Central Office. 

When the survey forms were returned they were 
checked and the information they contained was trans- 
ferred to code sheets by the A.O.A. Department of 


Information and Statistics. These code sheets were. 


then sent to a professional tabulating company em- 
ployed to prepare IBM cards and make tabulations. In 
order to include those doctors who did not respond to 
the initial survey, whose locations were unknown, or 
who were deceased, existing records in the Central 
Office were used to create punch cards for them. There 
are two IBM cards for each doctor, showing his educa- 
tional background, type of practice, licensure, specialty 
certification, etc. 

A first report on the findings of the survey has 
just been completed and is ready for the printers. 
Josephine Seyl, director of information and statistics, 
has announced that a statistical picture of the osteo- 
pathic profession, available for the first time, will be 
presented in an attractive brochure, easily read and 


THE NEWS head, “D.O.’s 
are Better Trained Than 
Foreign M.D.’s” appeared 
in two recently published 
magazines, summarizing an 
original article that had 
been published earlier in a third. Public Health Eco- 
nomics in its August 1958 issue quoted an entire news 


O 
better 
trained... .” 


item from the May 26 issue of Medical Economics. 


which summarized an article which appeared in the 
April and May 1958 issues of Hospital Management. 
The original article, in two parts, entitled, “Osteo- 
paths and Foreign Medical Graduates,” by C. U. Le- 
tourneau, M.D., strongly criticized the Educational 
Council for Foreign Medical Graduates. The Council 
purposes to evaluate “the professional competence of 
the individual” graduated from a foreign medical 
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illustrated in the modern manner by charts, diagrams, 
and tables. About fifty categories of information com- 
prise the completed picture. The brochure will be avail- 
able by the end of the year; the exact time will be made 
known through A.O.A. publications. 

Distribution of the A.O.A. statistical brochure 
will be made to all agencies of the profession that need 
to know the facts that it reveals. It will be sent to 
individuals, groups, and societies outside the profession 
who are especially interested in its work. The brochure 
will also be made available to individual physicians 
interested in getting a true picture of their profession 
at its printing cost. 

As an illustration of the breadth of interest already 
manifested in the study, the A.O.A. has a contract with 
the United States Public Health Society to provide 
them with a complete duplicate set of IBM cards each 
year for the next 5 years. The contract was set up 
at the instigation of the Office of Defense Mobilization. 
This agency has stated that it will use the cards in an 
evaluation and study of the Nation’s manpower re- 
sources and in mobilizing these resources when nec- 
essary. 

At the time the survey was begun, THE Forum 
referred editorially to the osteopathic profession’s need 
for a modern statistical program on the national level 
as indicative of the greatly broadened relationship be- 
tween the profession and the American people. The 
survey study was pointed to as evidence that the 
American Osteopathic Association proposes to open 
every avenue that will lead to society’s better under- 
standing of the osteopathic movement in medicine. 

An examination of the material in source form 
confirms the opinion that the survey would justify it- 
self. The profession will soon be able to study its own 
picture through the brochure that will be made widely 
available. 


school, but disregards the existence of osteopathic 
schools and their graduates. 

E.C.F.M.G. is sponsored by the American Hospi- 
tal Association, the Association of American Medical 


* Colleges, the American. Medical Association, and the 


Federation of State Medical Boards of the United 
States, and is financed by these organizations and by 
the Kellogg Foundation. Dr. Letourneau was unspar- 
ing in his criticism of the position of E.C.F.M.G., and 
its failure to “measure [osteopaths] by the yardstick 
that we use for graduates of foreign medical schools.” 

Public Health Economics is published by the Bu- 
reau of Public Health Economics, School of Public 
Health, University of Michigan, with editorial offices 
at Ann Arbor. Its circulation is among individuals and 
agencies interested in “the organization and distribu- 
tion of health services.” It publishes no original ar- 
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ticles, expresses no editorial opinions, but reprints per- 
tinent copy from domestic and foreign publications. It 
is one of the most useful periodicals in the field of 
health activity. Excerpts are grouped each month un- 
der such headings as “Legislation,” “Government Pro- 
grams in Operation,” and ‘Prepayment Plans.” 

Medical Economics needs no introduction to phy- 
sicians generally. Its appeal and its worth are best at- 
tested by the fact that it is probably more widely read 
by physicians than any other medical or medically- 
related publication. 

THE JouRNAL calls attention to the original article 
in Hospital Management, and to its notices by both 
Public Health Economics and Medical Economics, be- 
cause this presentation of osteopathy in itself is news. 
There was a day when the profession and its colleges 
seemed un-newsworthy—perhaps because osteopathic 
antagonists appeared to believe if they did not notice 
them, both would disappear. 


By this editorial comment THE JourNAL would 
not imply that graduates of osteopathic schools are 
superior or inferior to medical graduates generally. For 
this profession one thing is of moment: Osteopathic 
colleges have a major obligation to society, to train 
physicians and surgeons in no way divorced from the 
fundamental facts of medicine. The American Osteo- 
pathic Association and the Association of Osteopathic 
Colleges are committed to maintain a standard of medi- 
cal education consistent with modern educational prac- 
tices. Neither agency would make an invidious com- 
parison with foreign medical schools or claim that 
osteopathic colleges render superior training. Osteo- 
pathic education has its strengths and its weaknesses. 
Medical educators, not organizations and their func- 
tionaries, have made in effect the same statement about 
medical schools. 

The osteopathic profession is deeply concerned 
that physicians and surgeons, D.O., shall be prepared 
to practice medicine in the proper and general sense 
of that word. It is keenly aware of its primary obliga- 
tion to society. Toward its fulfillment, the profession is 
contributing just under a million dollars a year to its 
own schools to assure professional competence from 
their graduates. 

If foreign medical school graduates are as inade- 
quately trained as E.C.F.M.G. is reported to believe, 
this is a matter for deep regret. It should be a matter 
for humility upon the part of American medical educa- 
tion more than one of outright condemnation and overt 
pride. One does not need to be a medical historian to 
know that the past indebtedness of American medicine 
to European medical education is enormous. Less than 
a half century ago American medical education and 
American physicians were still turning to Europe for 
training. That debt has not been repaid. There is no 
implication here that it should be repaid by lowering 
the level of medical practice in America, or by wide 
acceptance of graduates of medical schools that are pur- 
ported to be inferior to graduates of colleges affiliated 
with the American Association of Medical Schools. 

One wonders, however, if the facts in the case, if 
facts they be, speak best for themselves. America has 
not passed through two World Wars in which its cul- 
ture was shattered, its leaders in every field killed by 
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the thousands, and the spirit of its populace broken, 
Nor does America know what the future holds for her. 
This is not a period in the world’s history for self- 
idolatry upon the part of any nation. 

THE JOURNAL is appreciative of the appraisal by 
Hospital Management of the possible worth of medical 
education under osteopathic auspices and of the role 
of the osteopathic physician today in rendering a health 
service to the nation. It is in entire agreement with 
Dr. Letourneau’s concluding premise: “Some mature 
medical statesmanship is needed at this time. . . .” 

A.O.A. publications in recent years have called re- 
peatedly for a new kind of “medical statesmanship,” 
that would look to one of America’s fundamental prob- 
lems: how to meet the health needs of its people. They 
suggested that such statesmanship would hold the medi- 
cal care problem in America as but one sector of its 
numerous social problems, demanding for their solu- 
tion the unified wisdom that comes out of every sector 
of the social body, and one to go along with political 
statesmanship. The American medical profession dare 
not isolate itself from the human situation in which a 
world is sick. 

Three medically related publications have called 
attention to two specific questions about medical care— 
problems admittedly difficult to solve. THe JouRNAL 
would go further and absolve itself from their spe- 
cificity to relate them to the tremendous economic and 
social adjustments required by a world in revolution. 


“The THE ATTENTION of our 
pe readers is called especially 
gg article beginning on 
view advertising page 106 of this 
issue of THE JOURNAL, en- 
titled “The American View 
of Cancer Control,” by John R. Heller, M.D., Director, 
Nationa! Cancer Institute. The paper was presented on 
July 7, 1958, at the Plenary Session on Cancer Control 
at the Seventh International Cancer Congress. 

JoURNAL readers should not underestimate the sig- 
nificance of articles reprinted in its advertising section. 
They are not “fillers,” but are carefully selected mate- 
rial from sources outside our profession, that would 
not ordinarily be available to our members. Permission 
to reprint has been obtained whenever necessary. The 
publication of these articles bespeaks their worth. 
Facts and figures from one published this month are 
interesting. Approximately 450,000 new cases of can- 
cer are diagnosed in the United States each year. 
Deaths total 250,000 annually, and 700,000 cases are 
currently under treatment. In 1900 cancer in this coun- 
try was the seventh leading cause of death; it is now 
the second leading cause. Cancer control has become a 
typical American movement dedicated to educate the 
public at large on the necessity of treatment of can- 
cerous growth at its earliest indication. 

Dr. Heller discusses at length the methods and 
agencies of cancer control in the United States, espe- 
cially the work of the American Cancer Society and 
that of the National Cancer Institute in conducting pro- 
grams of both formal and informal education for phy- 
sicians. There emerges from the presentation an over- 
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all picture of cancer control in the United States as an 
organized and concerted attack through research, diag- 
nosis, prevention, and treatment. Since this informa- 
tion is of such importance as to be picked for presen- 
tation at an International Congress, there can be little 
doubt that it merits the attention of JouRNAL readers. 

You are urged to read the entire article as an ex- 
ample of the worth of the copy that is made available 
to osteopathic physicians each month in the advertising 
section of the J.A.O.A. 


A ONE YEAR AGO medical pub- 
lications world-wide were 
speaking of the influenza 
outbreak that had its origin 
in China in February of 
1957. The September 1957 
A.O.A. JouRNAL repeated Surgeon-General Leroy E. 
Burney’s warning of “The very definite probability of 
a very large outbreak of Asiatic influenza in the Unit- 
ed States... .” 

In its July 1958 Statistical Bulletin, the Metropoli- 
tan Life Insurance Company presented an informative 
summary of the 1957-58 influenza epidemic. During 
the last 4 months of 1957 an estimated 20 million peo- 
ple in the U.S. were attacked by the disease. By early 
spring its course was spent. 

Graphs and charts based on mortality ascribed to 
influenza among the Company’s policy-holders, reveal 
the number of deaths from the epidemic reached its 
peak about the fourth week of October. Influenza 
mortality varied in levels during the fall and winter, 
but was always considerably higher than for the cor- 
responding period of 1956. Conclusion: The 1957-58 
influenza epidemic had a notable impact on the total 
mortality rate. 

Although the influenza was characterized as “mild,” 
the Metropolitan summary showed the duration of ill- 
ness in fatal cases tended to be short—less than 1 week. 


postepidemic 
comment 


Conflicting opinions on 


electrocardiography 


P Sir: We appreciate Doctor Ivins’! comments con- 
cerning our paper, “The Surgical Tolerance of the Car- 
diac Patient.”* We observe that the central theme of 
his ideas negates the value of the electrocardiogram in 
the preoperative evaluation of the cardiac patient. In 
order to enlarge upon this question, we feel it necessary 
to set forth some background of conflicting philosophies 
relating to the use of the electrocardiogram and its 
diagnostic potentialities. 
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The mortality was concentrated at opposite poles, the 
very young and the aged. 

As is true of influenza generally, the majority of 
deaths were due to complicating conditions. A large 
proportion occurred in individuals suffering from 
chronic disorders—rheumatic heart disease, diabetes, 
cancer, cardiovascular-renal diseases, and chronic pul- 
monary afflictions. 

Even though 1957-58 epidemic is medical history, 
every physician will be alert to the possibility of influ- 
enza in epidemic form during the late fall and winter. 
This awareness is possible today through public health 
reports constantly given the public via newspapers and 
radio as well as observations made on his own practice 
of epidemic trends. Control, however, as in 1957 would 
depend upon early identification of the strain, early 
availability of the vaccine, and its widespread use. The 
wise physician cannot conduct a modern practice with- 
out knowing what is happening in the world. 


Deaths PuBLIC Health Serv- 

39 t ice’s recent report on its 
= — study of almost 200,000 vet- 
higher erans found that the death 


rate among persons who 

smoke or have smoked is 
32 per cent greater than for persons who have never 
smoked at all. Among regular cigarette smokers, the 
ratio of deaths from lung cancer was approximately 
ten times that for nonsmokers. Regular cigarette smok- 
ers also were subject to an increased risk of dying 
from cardiovascular diseases, from certain respiratory 
diseases, from ulcers of the stomach and duodenum, 
and from cirrhosis of the liver. The report was pre- 
sented to the seventh International Cancer Congress 
meeting in London in July. Dr. Harold F. Dorn, chief 
statistician for the National Institutes of Health, point- 
ed out that this latest report generally supports earlier 
studies that have demonstrated a statisical relationship 
between death rates and smoking. 


Letters 


Today there exist two conflicting opinions concern- 
ing electrocardiography. The American school of 
thought for the most part regards the electrocardiogram 
as a valuable procedure only when evaluated in the light 
of the clinical condition of the patient; because of its 
many “abnornualities,” the electrocardiogram in itself 
is considered of little importance. The other school of 
thought, which has originated principally in Mexico 
under Sodi-Pallares, a student of Wilson and his asso- 
ciates, takes the opposite point of view. Its philosophy 
is that through and by a thorough understanding of the 
principles of the activation process under normal con- 
ditions and during various forms of heart disease, the 
axis of the QRS, the unipolar morphologies in the 
unipolar leads and whence they arise, the anatomic 
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position of the heart, and the volume conductor, a high 
percentage of clinical diagnoses can be made in heart 
disease without knowledge of the patient’s clinical find- 
ings ; only the age of the patient need be known. This 
they call rationalization of the tracing.* 

This school also claims that knowing the clinical 
findings influences interpretation. This idea in no way 
obviates the necessity of evaluating all clinical findings, 
physical examination, et cetera, but strongly suggests 
that the tracing be examined first; in other words, the 
examining procedure should be carried out from the 
tracing to the patient. These concepts have developed 
at the research laboratories for experimental electro- 
cardiography of the National Institute of Cardiology in 
Mexico City over a period of about 18 years, based 
upon study of epicardial and intracavity electrodes 
in both dogs and men. The dog’s heart was most com- 
monly used in these because experimental studies on it 
have been found to correlate closely with those on the 
human heart. Recently the study of activation was car- 
ried out by epicardial leads on seventeen normal human 
hearts.* 

Barbeto and his associates* have concluded that 
there are some differences between the activation of the 
dog’s heart and that of the human heart, probably be- 
cause of differences in thickness between the ventricu- 
lar walls as well as some difference in the degree of 
penetration of the fibers of Purkinje into the ventricu- 
lar walls. However, generally the morphology of the 
electrocardiogram obtained from the dog’s heart is the 
same as that obtained from the human heart by these 
workers, with a small R wave and predominant S wave 
generally over the right ventricle, diphasic RS waves 
over the septum, and generally a qR complex or varia- 
tions of a QRS complex over the left ventricle, begin- 
ning, however, with a Q wave. At any rate, the epi- 
cardial leads of the dog’s heart closely correlate with 
the surface leads of the human heart establishing the 
dog’s heart as valuable for the experimental study of 
activation and recovery. Experimental studies of the 
intracavity leads have been, of course, less difficult, 


since an open chest is not needed during the recording | 


of them. Thus intracavity morphology of the auricles 
and ventricles has been fairly well established. From 
experimental studies begun about 1940 at the Mexican 
Institute of Cardiology and analyzed in great detail in 
New Bases of Electrocardiography® by Sodi-Pallares 
and Calder, this philosophy has developed. 

We feel that the above background discussion is 
warranted since it must be considered in any discussion 
of electrocardiography. From these studies as well as 
from studies of many different types of heart disease 
correlated with cardiac status, hemodynamics, and au- 
topsy findings, a theory of rationalization of the tracing 
has developed which depends upon the previously men- 
tioned five factors. If the procedure is carried out cor- 
rectly, the main clinical diagnosis can be ascertained in 
a high percentage of cases. This theory, which has been 
adopted in areas of South America, Spain, and France, 
allows for the exclusion of “abnormalities” not indica- 
tive of heart disease as well as for basic and absolute 
concepts for the diagnosis of practically all forms of 
heart disease. 

It is therefore apparent that the Mexican group, 
under Sodi-Pallares, has done more than any other to 
develop the diagnostic potentialities of the electrocar- 
diogram. By following their concepts, we find that in 
a high percentage of cases it is possible to differentiate 
the electrocardiographic “abnormalities” which indicate 
heart disease from those which do not. These concepts 
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contradict the belief that the electrocardiogram shows 
so many “abnormalities” in people with normal hearts 
that it is of little value when used alone. 

A thought which is widely held is that the electro- 
cardiogram is of little value in the differential diagnosis 
of congenital heart disease. This has been proved un- 
true in that diagnosis can be made of specific anomalies 
and estimates can be made of degrees of ventricular 
overloadings which closely correlate with intracavity 
pressures obtained by catherization.*-* We mention con- 
genital heart disease simply because this is the type of 
heart disease in which, more than in any other, the im- 
portance of electrocardiographic diagnosis is disre- 
garded. . 

Since our introduction to these concepts 3 years 
ago and during periodic study at the National Institute 
of Cardiology, we have become more convinced of the 
worthwhileness of this method. Again, with the two 
conflicting beliefs in mind, we note that Doctor Ivins 
has resorted to references from an almost entirely nega- 
tive viewpoint. Only in one instance did he refer to an 
article published outside this country, that concerning 
Steel’s work with race horses, which is perhaps hu- 
morous but a poor analogy to the problem at hand. In 
the majority of his references, the opinions on the 
electrocardiogram were based on surface leads only. 
__In many instances of reporting electrocardiograph- 
ic abnormalities in normal people and in patients ex- 
hibiting disease other than heart disease, no attempts 
have been made to explain these abnormalities, and no 
attempt has been made to differentiate the abnormalities 
indicative of heart disease from those not indicative of 
heart disease. Following this vein of thought, it has 
been said that for the most part differentiation was not 
possible. 

To counter this we would like to point out: (1) 
In electrocardiographic abnormalities not indicative of 
heart disease but caused by other disease, there is al- 
most never any disturbance in the activation process; 
occasional exceptions are potassium disturbances (hy- 
perkalemia) and the Wolff-Parkinson-White syndrome 
which can be recognized. (2) There is no marked al- 
teration of the axis of the QRS in the frontal or hori- 
zontal plane, except when secondary to heart position, 
which can be determined. (3) The unipolar morpholo- 
gies are usually normal, in regard to the QRS complex. 
(4) Changes in heart position on its anterior-posterior, 
longitudinal, and horizontal axes may cause changes in 
the morphology of the QRS complex but these can be 
explained by the orientation of the electrodes to the 
part of the heart they face and cannot be considered 
abnormalities. (5) Decrease in the voltage of the QRS 
complex or T wave may occur because of certain 
properties of the volume conductor. However, again, 
activation of the unipolar morphologies is normal (only 
smaller), and the repolarization process is usually nor- 
mal. Now in view of these facts it is apparent if only 
the repolarization process is altered (change in the 
mean T-wave axis to abnormal position in the frontal 
and horizontal plane )—and it is known that almost any 
disease state (as well as many nonpathologic states) 
may alter this process—the presence of noncardiac dis- 
ease becomes highly likely. This is further substantiated 
by the low voltage of the T-wave changes. Of course, 
it goes without saying that changes in the repolarization 
process are dependent on changes in the magnitude of 
the ventricular gradient. 

We would also emphasize that very little effort has 
been made to explain “abnormalities” of the RS-T 
segments on the basis of rationalization, and apparently 
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these abnormalities have been very little understood. 
in observations of the RS-T segments in noncardiac 
disease which are negative but are usually termed as 
being “depressed,” nothing is usually stated concerning 


their morphologic characteristics, which may indicate - 


different manifestations. We would wonder if there 
was not too much concentration put upon the RS-T 
segments alone without any consideration of the entire 
electrocardiogram. We also wonder if abnormal RS-T 
segments are explainable on the basis of subendocardial 
injury, and if attempts have been made to localize the 
injury on the basis of the solid angle or the vectorial 
forces of injury. 

We have observed approximately 3,000 electrocar- 
diograms in the last 2 years and have not noted an 
RS-T segment indicative of subendocardial injury in 
normal patients.® Manning’? recently reported on 200 
airplane pilots on whom exercise tests were performed ; 
in only one instance was there a significant suggestion 
of negative RS-T segment. We must reemphasize that 
the negative RS-T segment indicative of subendocardial 
injury is the most common significant abnormality in 
middle-aged or older people in our experience, and it 
usually means coronary disease. 

In young adults with electrocardiographic evidence 
of left ventricular enlargement, R-ST changes indica- 
tive of subendocardial injury may be an indication of 
diastolic overloading, if there is a terminal positivity 
of the T wave.*? On the other hand, terminal negativity 
of the T wave, secondary in type, suggests systolic 
overloading.» These changes may be explained on the 
basis of either subendocardial injury with ischemia or 
subendocardial injury alone; these changes then repre- 
sent highly important diagnostic criteria from a hemo- 
dynamic standpoint.** 

T-wave negativity of the primary type is probably 
the most common electrocardiographic abnormality in 
disease other than heart disease ; this may be influenced 
by motion, body position, or even the drinking of cold 
water. These T-wave abnormalities can usually be 
clarified on the basis of rationalization, or by analysis 
of the ventricular gradient. 

In regard to Doctor Ivins’ comment: “It is my 
opinion that the use of the electrocardiographic con- 
figuration is a purely mechanical means of ruling in 
and ruling out clinical disease is to do medicine a great 
injustice.” Of course, this statement is in keeping with 
the negative philosophy of his references and we would 
ask him this question: How can he account for the 
high percentage of clinical diagnoses that may be as- 
certained with an opposite philosophy? If he still de- 
nies this possibility we would invite him to acquaint 
himself with this school of thought. 


In regard to our paper, electrocardiographic “ab- 
normalities” were not assigned to patients but the pa- 
tients were designated according to their individual 
tracings. Dr. Ivins seems to imply that the electrocar- 
diographic abnormalities were prearranged and each 
patient was inserted into certain categories. We simply 
reviewed the electrocardiograms of known cardiac pa- 
tients who had suffered difficulties either during sur- 
gery or in the postoperative period, and after exclusion 
of “abnormalities” not indicative of heart disease by 
the theories of rationalization we formulated conclu- 
sions. We concluded that the relationship between com- 
plicafions and electrocardiographic abnormalities was 
explainable on the basis of the correlation of subendo- 
cardial injury to complications. Further we thought 
this was significant because our theory of interpretation 
was different from that quoted by Doctor Ivins which 
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stated that there is little relationship between electro- 
cardiographic abnormalities and occurrence of post- 
operative complications. We would also ask Doctor 
Ivins if he considered significant an incidence of 15 
complications out of 25 cases in one group after we had 
ruled out nonsignificant “abnormalities” on the basis 
of our interpretations. 

At this time we would like to consider some of the 
electrocardiographic “abnormalities” not indicative of 
heart disease but considered by many as being confus- 
ing and requiring clinical findings before they can be 
properly evaluated. 

1. The Wolff-Parkinson-White syndrome of the B 
type suggestive of posteroinferior myocardial infarc- 
tion can be explained on the basis of abnormal activa- 
tion occurring in the posterior-basal region of the right 
septal mass resulting in early activation of the right 
ventricle, with normal activation of the left ventricle, 
and with no part of the heart being activated late. 

2. Horizontal position of the heart with clockwise 
rotation on its longitudinal axis allows for the mor- 
phology from the posterior high portion of the right 
ventricle near the atrioventricular groove to be reflected 
or oriented to the left leg. This morphology is again 
suggestive of posteroinferior infarction. With the 
proper understanding of activation in the areas men- 
tioned, one can easily understand this morphology ap- 
proaching the left leg secondary to this type of change 
in heart position, and thus an erroneous diagnosis of 
infarction can be avoided. 

3. The development of the Wolff-Parkinson-White 
syndrome during induction with anesthesia is under- 
standable because of origin of the foci of activation 
in the postbasal portions of the right septal mass, ini- 
tiating early activation of the right ventricle with nor- 
mal activation of the left ventricle. No part of the 
heart is activated late. 

4. Low voltage T-wave changes are the most com- 
mon abnormalities that occur in the electrocardiogram 
as a result of extracardiac disease. As has previously 
been stated, the repolarization process is highly sensi- 
tive to many disease states as well as various non- 
pathologic conditions ; it is usually possible to explain 
these changes in repolarization when they are not in- 


-dicative of heart disease. We have seen primary T- 


wave negativity of high voltage most consistently in 
only two forms of heart disease: One is pericarditis, 
and the other is that following myocardial infarction. 
In the latter case, T waves develop negatively, at the 
expense of the positive RS-T segment, generally with 
upward convexity, indicating the development of ische- 
mia at the expense of injury. An analysis of the entire 
tracing, however, will usually determine the proper eti- 
ology of these T waves. Whether the T waves are posi- 
tive or negative, minor changes may be explained by 
changes in the repolarization process ; that is, a change 
in the mean T-wave vector in the frontal and horizontal 
plane. This in turn is dependent upon the ventricular 
gradient. Gardberg and Rosen," in discussing the ven- 
tricular gradient of Wilson, bring out a seldom used 
method of analysis of variations of the T wave: 


It has been established that the relationship of the magnitude 
and direction of the ventricular gradient vector to the direction 
and magnitude of the mean QRS is important in the analysis 
of the ventricular recovery potentials. The effect of various 
nonpathologic factors has been shown to result from a diminu- 
tion of the magnitude of the ventricular gradient. It has been 
shown that such diminution of the magnitude of the ventricular 
gradient causes an increase in the angle between the mean T 
axis and the mean QRS. 
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This may result in variations in the T deflection in a 
most confusing manner in the absence of disease and 
also in noncardiac disease. Order is brought to this 
chaotic state only by employing the concept of the 
gradient; thus, a variety of nonpathologic factors as 
well as noncardiac disease diminishes the magnitude of 
the gradient. The T deflection simply follows this rule. 
Also, if a given electrode faces a ventricular cavity or 
auricular surface, the T wave will be of primary nega- 
tivity because of the morphology of the T wave in 
these areas, and if a given electrode is perpendicular to 
the mean T axis, the T becomes isoelectric. 

5. Suggestion of biventricular hypertrophy in in- 
fancy resulting from physiologic patency of the ductus 
arteriosus or the foramen ovale may be differentiated 
on the basis of the serial tracings, and recognizing the 
activation process of the heart in this condition. 

6. It is necessary to recognize the result of ven- 
tricular activation at the left auricle upon its referral 
to the left shoulder. This might suggest a high lateral 
ventricular infarction but is simply because of a verti- 
cal position of the heart with the left auricle being ori- 
entated toward the left shoulder. Resultant morpholo- 
gies are a OR complex, a positive RS-T segment, and 
a negative T wave. 

7. Reversal of the arm leads seems hardly worth 
mentioning, and its subsequent “abnormalities” should 
be recognized at a glance. 

8. Changes in heart position as a result of intra- 
thoracic disease, pleural effusion, and pneumothorax, 
especially when occurring on the left side, causing some 
degree of dextraposition of the heart, may cause alarm 
because of the appearance of QR complexes in leads ] 
and AVL. However, these morphologies do not indi- 
cate high-lateral infarction and indeed may suggest 
some intrathoracic abnormality of the previously men- 
tioned nature, on the left side. If the electrodes are re- 
corded in V;R, V,R, and V;R positions, right ventricu- 
lar morphology can be easily recorded and the true 
nature of the problem ascertained. 

9. Changes in the volume conductor such as pleu- 
ral effusion, pericardial effusion, or a thickened chest 
wall and pulmonary emphysema may create some de- 
crease in voltage of the QRS complex in the precordial 
leads ; however, the tracing is otherwise normal. 

10. Acute dilatation of the right auricle secondary 
to pulmonary embolism reflecting its morphology to the 
left leg may cause some concern in regard to a postero- 
inferior myocardial infarction; however, the recogni- 
tion of the activation processes of the ventricles as they 
occur at the right auricle will clarify this situation when 
seen in AVF. ; 

11. Metabolic disorders in disease of the kidneys, 
thyroid gland, or adrenal glands may cause some 
changes in the RS-T segment; however, ordinarily 
there will be some degree of change in duration of the 
©-T interval. The activation process is recognized as 
being normal, and these RS-T segment “depressions” 
are not indicative of subendocardial injury and may be 
classified as abnormalities resulting from extracardiac 
disease. Occasionally we have seen a few RS-T seg- 
ments in AVR which are positive with an upward con- 
vexity secondary to digitalis effect, resulting from digi- 
talis effect on the endocardium with the reflection of 
this morphology through the atrioventricular valves to 
the right shoulder, a pattern which might suggest myo- 
cardial infarction. 

These then are the more common “abnormalities” 
that are seen in the electrocardiogram, which can be 
shown to be not indicative of heart disease by the 


114 


theory of rationalization and analysis of the ventricular 
gradient. 

By employing these criteria the true significance of 
the electricardiogram can be ascertained and many elec. 
trocardiographic “abnormalities” placed into their pro. 
per perspective ; thus the electrocardiogram will not be 
dismissed as fruitless on the basis that so many abnor- 
malities occur which are not substantiated by clinical 
impressions. 

We realize we have somewhat belabored the point 
of electrocardiographic “abnormalities” ; however, since 
it seemed that Doctor Ivins’ principal ideas were con- 
cerned about this matter, we felt they should be clari- 
fied. Whether or not these principles are accepted is of 
little importance. The point is by ruling out these ab- 
normalities, clinical diagnosis can be made from the 
electrocardiogram alone in a high percentage of cases, 

Now that these features have been considered, fur- 
ther discussion seems anticlimactic as we are in com- 
plete agreement with what Doctor Ivins has said con- 
cerning the other aspects. Granted that the patient 
should be treated as an “individual entity,” which I 
think was definitely illustrated in our paper, in many 
instances we felt that our clinical examinations left 
much to be desired because of apparent normalcy of 
the patient. This was especially true in those aged pa- 
tients in whom coronary disease or atherosclerosis could 
be only suspected, and indeed most of the patients in this 
group suffered difficulty. The question then simply is 
this: Is the electrocardiogram a valuable procedure in 
the determination of chronic subendocardial injury, al- 
most always indicative of coronary disease in the aged 
individual? After ruling out nonsignificant abnormali- 
ties by the theories discussed we think that it is. This 
brings up a second question: Is the determination of 
coronary disease valuable or without value to the pa- 
tient who faces surgery, especially if there are few 
symptoms ? 

Needless to say, we find the electrocardiogram use- 
ful in other forms of heart disease as well as in coro- 
nary heart disease. We did not describe the methods 
we follow to diagnose abnormalities indicative of heart 
disease because we felt that was beyond the scope of 
this reply. Finally, we respect Doctor Ivins’ opinions, 
but cannot agree with him. 

Davip W. Boone, D.O. 
S. J. DeVito, D.O. 
Kirksville, Missouri 
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SPECIAL 


the MEDICARE 
PATIENT* 


MAJOR GENERAL PAUL I. ROBINSON, M.C.+ 
Washington, D. C. 


L IS A DISTINCT pleasure for me to discuss to- 
day the Dependents’ Medical Care Program which has 
now been in operation slightly more than a year and a 
half. All who meet the definition of a “physician” as 
stated in the Directive governing the program have 
been eligible to participate in the program. This defini- 
tion reads as follows: 

Physician or Surgeon. A person who is legally qualified to 
prescribe and administer ail drugs and to perform all surgical 
procedures. 

Because our statistical system does not contain any 
machine method of separating doctors of medicine and 
doctors of osteopathy, I have no information today 
which would indicate how extensively your members 
have participated in the program. We know that a 
considerable number of osteopathic physicians have 
participated because we often see and check their claim 
forms. In general, 30 per cent of the Nation’s doctors 
of medicine have participated, and it would be reason- 
able to assume that approximately the same percentage 
of doctors of osteopathy may also have treated cases 
under the program. 

The Medicare Plan has individual characteristics. 
It does not conform to any Blue Shield, Blue Cross, 
or insurance plan. It incorporates deductible, indem- 
nity, and full-coverage features. 

The physician may accept or reject the case under 
the plan. He determines whether or not hospitalization 
is necessary. His performance and standards are those 
prescribed by the local medical authorities. His charge 
may be his normal one for those of $4,500 income or 
that listed in the negotiated schedule of allowances, 
whichever is less. He is entitled to submit justification 
to the Government for additional amounts when un- 
usual time and effort are expended. The applicable 
schedule of allowances is that negotiated between the 
state medical association and the Office for Dependents’ 
Medical Care and is designed to be fair and reasonable 
and reflect local circumstances affecting physicians’ 
charges. The schedule may be said to be a necessary 

*Presented at the Sixty-Second Annual Convention of the American 
Osteopathic Association, Washington, D. C., July 15, 1958. 

tExecutive Director, Office for Dependents’ Medical Care, Office of 
The Surgeon General, U. S. Army. Washington, D. C. After more than 
30 years’ service with the Army, General Robinson has retired and is 


now Coordinator of Medical Relations for the Metropolitan Life Insur- 
ance Company, 1 Madison Avenue, New York 10, New York. 
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vehicle to permit economical processing of claims by 
clerical personnel. 

Likewise, the hospital may accept or reject patients 
under the plan. Hospitals must meet a definition which 
is essentially that required by the American Hospital 
Association for listing. Actually our definition is more 
exacting than A.H.A. listing because it requires regis- 
tered nurses to be on duty 24 hours a day. The stand- 
ards of care furnished are those established by local 
jurisdiction. Billings are based on Blue Cross preferred 
rates or regular charges in accordance with local ar- 
rangements with fiscal administrators. 

Payments are made to both hospitals and physi- 
cians by fiscal administrators who are under contract 
to the Office for Dependents’ Medical Care. Physicians 
are paid by medical associations, local Blue Shield plans 
or private insurance companies ; hospitals by Blue Cross 
or private insurance companies. All, with the exception 
of some medical associations, are normally in the busi- 
ness of paying for medical care, and all perform this 
service on a cost basis. In most instances, payments 
are made from funds which have been advanced by 
the Government and on which the fiscal administrator 
pays no interest. 

Questions and additional charges are normally ad- 
judicated by a designated committee in each state and 
passed to the Office of Dependents’ Medical Care where 
final decisions are made by highly qualified physicians 
who are at liberty to discuss the problem with con- 
sultants in all four of The Surgeon Generals’ offices, 
as well as with civilian physicians. As you can well 
imagine, a large majority of these decisions are to de- 
termine whether or not the procedure or treatment is 
covered by the Law; and most such decisions are in 
the chronic disease, nervous and mental condition, and 
elective and cosmetic surgery categories. 

The reason for this plan is really simple, but often 
times it is lost sight of. Prior to World War II, our 
Nation had always maintained small armed forces un- 
der the belief that civilians could be trained to man our 
Army, Navy and Air Force after hostilities were immi- 
nent. These small forces were stationed on military 
posts where adequate medical service was maintained. 
Thus, the traditional medical service which has been 
rendered to the dependents of our armed forces since 
the days of the Indian garrisons was made available. 
But, since World War II, it has been considered neces- 
sary and wise to maintain rather large armed forces 
and, for the proper defense of our Nation. Many small 
Army, Navy, Marine, and Air Force units have been 
established and located at some distance from the estab- 
lished posts, camps, and stations. I refer to such as 
the Nike sites, the small air bases, and the military dis- 
tricts. Some 40 per cent of our forces are so located 
or have been unable to receive medical care in uni- 
formed services facilities because of inadequacy or 
over-crowding. 

Prior to December 7, 1956, the Government was 
not rendering traditional medical service to the de- 
pendents of this group. Morale was adversely affected, 
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men were not reenlisting—they were resigning. The 
continual training of men in the complicated specialties 
of defense was expensive, and our Congress felt this 
failure to provide traditional medical service for de- 
pendents of servicemen could and should be corrected. 
The Congress did not choose to build many small medi- 
cal facilities and draft physicians. Instead, it decided 
to design a plan which would be acceptable to the phy- 
sicians and hospitals of the Nation and remunerate 
them fairly and justly for this service. The Medicare 
patient is one who has traditionally been entitled to 
medical care and has been so recognized by our Con- 
gress. 

In the course of the first year and a half, many 
questions have arisen, both of a general and specific 
nature. A few of the most pertinent questions will be 
discussed. I have discussed these questions in medical 
forums and consider them equally important for those 
participating in this Convention. 

Are physicians’ charges to the Government for 
care of Medicare patients too high? The lack of a 
standard for physicians’ charges makes this a most 
difficult question to analyze. Many urban physicians, 
who contend that the rural physician has never before, 
and does not now receive from his private patients fees 
comparable to those of Medicare, believe that physi- 
cians’ charges are too high. The rural physician, how- 
ever, contends that he renders just as good service and 
thus is entitled to the same fee as the city physician. He 
further contends that his collections are lower because 
of the conditions of economy in his locality and that he 
should be able to balance up somewhat by the larger 
allowances of Medicare. A considerable number of 
physicians believe the allowances to be too low because 
they charge more to their private patients. 
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Some Government officials believe physicians’ 
charges are too high. In the Medicare Program, the 
total charge to the Government is approximately 50 
per cent hospital charges and 50 per cent physicians’ 
charges. The proportion of the total charge attributable 
to physicians’ salaries, in Government hospitals, is 
somewhat lower. Others contend that, since the Medi- 
care Program is essentially a surgery and maternity 
program for young women and children with an aver- 
age 5.4 patient-day stay in the hospital, the physician 
cost must be considerably greater than in Government 
medical care facilities, where the average patient-day 
stay is greater when all patients are considered. Un- 
doubtedly, all of these arguments are good. During the 
past year and a half, we have published average physi- 
cians’ and hospital charges from time to time, and I 


UNIFORMED SERVICES 
DISTRIBUTION OF CARE 
RENDERED TO DEPENDENTS* 


50 50 


AF NAVY ARMY PHS 


PROPORTION OF DEPENDENTS* 
RECEIVING CARE WHO RESIDE 
WITH OR APART FROM 
SPONSOR IN CONUS 


RESIDING WITH LIVING AWAY FROM 


SPONSOR SPONSOR 
WASH iNGTO! oc WEST 1A 
N, 


87.7 86.6 


HIGHEST PERCENTAGE OF — HIGHEST PERCENTAGE OF 
DEPENDENTS RESIDING § DEPENDENTS RESIDING 
WITH SPONSOR APART FROM SPONSOR 


* WIVES, CHILDREN, AND DEPENDENT HUSBANDS 


BASED ON 276,000 CASES 


Journac A.O.A. 


— 


hav 
ings 
and 
will 
con 
you 
phy 
of 
alre 
neg 
the 
cha 
are 
the 
lea 
ha 
ye 
th 
fa 
tic 
Bi 
a 
in 
te 
fc 
tc 
it 
40 39.6% 
40 
30 27.6% 30 
20 20 
10 10 
| 
4 


have presented these charges at several medical meet- 
ings. It is my belief that the physicians of the Nation 
and the office for Dependents’ Medical Care can and 
will do something about it if physicians’ charges be- 
come unreasonable. 

To return to the Medicare plan for one moment, 
you will remember that it provides for payment of 
physicians’ normal fees, or the amount in the Schedule 
of Allowances, whichever is lower. Several states have 
already taken action. They have not published their 
negotiated schedule but have told the physicians that 
the schedule is reasonable and to submit their normal 
charges. Requests for additional fees from these states 
are no greater than from others and the physicians 
therein appear to be generally satisfied. 

Is Medicare disrupting Blue Shield? In view of 
my limited knowledge of Blue Shield plans, I never 
feel quite competent to discuss this question. I have 
learned that the various plans differ greatly. It would 
have been impossible to work with medical associations 
and fiscal administrators for Medicare for the past 
year and a half without becoming aware of the fact 
that many Blue Shield plans are not completely satis- 
factory to physicians. It has been my personal observa- 
tion that, in these areas where a completely satisfactory 
Blue Shield plan is in operation, Medicare has not been 
a disrupting influence. It has also been my feeling that 
in those areas where considerable dissatisfaction was 
prevalent the Medicare schedule has been used (or at- 
tempts have been made to so design it) as a wedge to 
force changes in Blue Shield plans. Again, I would like 
to emphasize that Medicare is a plan unto itself, de- 
signed in a special way to serve a special patient and, 
in my opinion, should not be considered as a Blue 
Shield plan. 

Is Medicare “fixing” physicians’ charges? Here 
again, I would like to refer to the basic concept of the 
Medicare plan which provides for the physician to 
charge his normal fee, or that in the Schedule of Al- 
lowances, whichever is lower. The state medical au- 
thorities are in a position to know the facts concerning 
physicians’ charges. If the state medical association 
uses the Medicare schedule as a “fixed-fee” and pat- 
terns other programs like it, then of course it can be 
the forerunner to “fixing” physicians’ charges. Those 
of us responsible for the administration of the Program 
sincerely hope that this will not happen. The Program 
has been conducted so that the state medical associa- 
tions may control charge “fixing”. 

Is Medicare “socialized medicine”? Some believe 
that any program which permits the profession to ex- 
ercise jurisdiction over the policies of medical practice 
and the supervision of its own members is not “so- 
cialized medicine” even though the Government pays 
for the service. Others state that any health plan for 
which the Government pays is “socialized medicine.” 
(Medicare meets both of these qualifications.) I believe 
all are sincere in their statement and beliefs. However, 
there is also no question but that there is a marked 
difference of opinion as to the definition of “socialized 
medicine.” 

I do not believe that the Medicare Program is “‘so- 
cialized medicine.” The fact that it was developed by 
the Armed Services Committee of the House of Repre- 
sentatives after long and careful study for a specific 


patient and purpose supports my belief. It was de- _ 


signed to procure a service for dependents of service- 
men which had been available to them, by both law and 
tradition, for a century but which now, because of the 
changed defense structure of our Nation, was not avail- 
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DEPENDENTS OF THE UNIFORMED SERVICES 
CONTINENTAL UNITED STATES, ALASKA, HAWAII, 
AND PUERTO RICO 
As of January 31, 1957 


Total 2,503,039 
Wives 1,082,434 
Husbands 2,190 
Children 1,418,415 
Under 1 203,311 
1-5 623,158 
6-11 423,725 
12-17 135,447 
18-20 17,588 
21 & Over 6,186 


Wives, children, and dependent husbands of active duty 
personnel of the Army, Air Force, Navy, Marine Corps, Public 
Health Service Commissioned Corps, Coast Guard, and the 
Coast & Geodetic Survey. 


able to them. Furthermore, I can truthfully say that, 
since its beginning, I have observed no action on the 
part of any segment of the Government to use the pro- 
gram as a basis for any program of National medicine. 
One would be naive, indeed, to believe that those who 
would sponsor a socialized medicine program would not 
notice the successful operation of Medicare in some 
areas without the benefit of guidance by the local medi- 
cal authorities. 

Is the Medicare plan too rigid? Ihave described 
the Medicare plan as briefly and accurately as possible. 
You have noted that the physician is entitled to his 
usual charge, or to that negotiated by the state medical 
association with my office, whichever is lower, and to 
additional remuneration in unusual cases requiring ad- 
ditional skill and effort when justified to the satisfaction 
of state adjudication committees and my office. There 
are a few state medical associations which have record- 
ed their feeling that this is too restrictive and adhere to 
the principle that the physicians should be authorized 
to charge the patients additionally in their own discre- 
tion and without control other than that afforded by the 
grievance committees of state and local medical so- 
cieties. It is my opinion that the Medicare plan is a 
good one and that dependents will use the plan, as now 
constituted, for a considerable part of their medical 
care needs. There is grave doubt in my mind that they 


MEDICARE 
Average Costs and Average'Length of Patient Stay for Maternity Care 


Cost Per Case For Care jleted Duri 
1 y to 
to 30 June_1957__31 December 1957_ 


Yeor 1957 
NORMAL DELIVERIES 
Total Cost Under P. L. 569........ $270.69 $251.83 $288.45 
Total Including Patient Cost....... 296.94 278.08 “314.70 
Average Length of Stay.......++++ 5.3 days 5.3 days 5.3 days 
COMPLICATED DELIVERIES 
Total Cost Under P. L. 569........ $361.26 $318.54 $413.57 
Total Including Patient Cost....... 386.43 343.92 438.37 
Average Length of Stay......++++ 7.6 days 7.2 days 8.2 days 
MISCARRIAGES AND ABORTIONS 
Total Cost Under P. L. 569........ $161.85 $154.19 $172.13 
Total Including Patient Cost....... 187.25 179,47 197.72 
Average Length of Stay:....++++++ 3.8 days 3.8 days 3.8 days 
OTHER COMPLICATIONS OF PREGNANCY 
Total Cost Under P. L. 569.......- $146.24 $143.51 $148.93 
Total Including Patient Cost....... 167.87 164,69 71.15 
Average Length of Stay.....+.++++ 4.4 days 4.3 days 4.6 days 
iJ f; ions and hospitals. Charges for antepartum and core, 
ee logi i att etc. are also included. Based on claims 


paid by contractors and reimbursed by ODMC 7 December 1956 through 31 Janvary 1958 for Alabama, 
Illinois, Massachusetts, Michigan, Nebraska, New Mexico, Ohio, Oregon, Pennsylvania, Texas, 
Utah, Virginia, Hawaii, and Alaska. 
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would use the alternate plans which have been pro- 
posed to the same extent and with the same freedom. 
The Medicare plan is flexible and workable, and it is 
hoped that it may have a fair trial. 

During the calendar year 1956, there were 403,537 
admissions of dependents of service personnel to uni- 
formed services hospitals. In 1957, there were 333,842; 
but, during the first full year of Medicare, 328,100 
dependents were admitted to civilian hospitals. In other 
words, there was a 39 per cent over-all increase in the 
number of dependents cared for at Government expense. 
Also, you will remember that the Congress considered 
that 40 per cent of the dependents were not receiving 
traditionally provided medical care because of their lo- 
cation, crowded and inadequate service facilities, and 
personnel. We consider this a remarkable affirmation. 

In a recent survey conducted by the Army in a 
number of posts, Medicare was named as one of the 
prominent reasons for soldiers’ re-enlisting and for 
making the Army their careers. 

There is no question that Medicare is accomplish- 
ing the purpose for which it was designed. This 
achievement is possible only because of the general ac- 
ceptance of the program by the physicians and hospitals 
of the Nation. 

The operation of the Program has been successful. 
It has furnished medical care to a great many eligible 
dependents who would otherwise have gone without 
needed care or who would have had it at their personal 
expense ; or, in many cases, this care would have been 
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provided on a charity basis. It has provided relief for 
many overcrowded obstetric facilities in several of the 
uniformed services hospitals. In general, the Program 
has provided for prompt payment of both physicians 
and hospitals and, in our opinion, has been satisfactory 
in most respects to the large majority of physicians who 
have participated. 

Now, we are entering upon a new phase in the 
Medicare Program. It has developed that patients have 
shifted from uniformed services facilities to civilian 
faciliites to such a degree that many of the service fa- 
cilities are not now used to the optimum. This possi- 
bility was anticipated in the basic Law and provision 
was made for restriction of “free choice” between sery- 
ice and civilian medical care if uneconomical operation 
of service facilities occurred. The Secretary of De- 
fense has stated to the Congress that he will take such 
steps as are necessary to effect proper utilization of 
service medical facilities. He has stated that the de- 
pendents of members of the services who are residing 
with their sponsors on military reservations or in 
Wherry or Capehart housing will be expected to use 
service medical facilities when avaiiable. 

At this present moment a’ committee consisting of 
representatives of the Army, Navy, Air Force, and 
Public Health Service are working diligently to formu- 
late the regulations and controls which will bring about 
optimum utilization of service medical facilities. Un- 
doubtedly this action will adversely affect some physi- 
cians who have strategic locations near military reser- 
vations and are obtaining a majority of their patients 
from the post. As citizens and taxpayers, however, 
each of us should laud this action because we collec- 
tively demand adequate medical service for our armed 
forces, and we must require that this service be used 
economically. And it should be noted that the Congress 
has specifically stated that no increase in service facili- 
ties or medical personnel is contemplated—merely opti- 
mum, economic utilization. 

Actually, as I will show you later diagrammatical- 
ly, no great country-wide shift of patients will occur. If 
the experience of last year can be used as a criterion, of 
the 328,000 admissions to civilian facilities, probably no 
more than 45,000 can be cared for in the service facili- 
ties and the greater majority of these would be ma- 
ternity patients. I would like to add that there will be 
nothing in the plan being developed to interfere with 
the “free choice” of civilian physician by those depend- 
ents who are authorized civilian medical care. 

The charts shown here to illustrate much of what 
I have stated are, in the main, reproductions of our 
working charts prepared from data compiled during 
the first year of operation of the Program. Many of 
them have been published but I believe they may clarify 
in your minds some of the statements I have made in 
this presentation. 

Again, I would like to state that it has been a great 
pleasure for me to participate in your Annual Conven- 
tion. I consider it a great experience to have had the 
opportunity of working with the physicians of the na- 
tion in establishing and administering this new and 
different program during the first several months of its 
life. I commend the performance of the physicians 
most highly and among them I include the osteopathic 
physicians who have participated in the Program. May 
I close with the thought that the Medicare patient must 
be kept in the minds of us all because the welfare of 
his wife and child has much to do with the career of 
the soldier, sailor, or airman upon whom the defense 
of our Nation depends. 


Journat A.O.A. 
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MESSAGE FROM THE PRESIDENT 
OF THE A.O.A. 


>» As we share the responsibilities of the American 
Osteopathic Association during this year, I shall try to 
discuss objectively with you the various programs of 
our Association. 

Today recognition of the osteopathic profession as 
a mature segment of the healing arts profession is 
greater than at any time during our history. Equally 
important are the responsibilities which these recogni- 
tions impose. 

The responsibilities for health service to the peo- 
ple cannot be effectively met unless we acquire with 
increasing insight a self-recognition of the factual place 
of the osteopathic profession in society today. To ac- 
complish this, we cannot afford the luxury of static 
stands, cherished positions, or wishful thinking. More 
important for us than daring to dream is daring to do. 

Our legal and legislative recognitions have been 
primarily achieved on the basis of our proving that 
our standards are equivalent to the standards of other 
legally and legislatively recognized physicians and sur- 
geons. These yardsticks of equivalency have previously 
been accepted by the public as criteria for the evalua- 
tion of physicians and surgeons. Meeting these stand- 
ards and demonstrating the fact that we have met them 
have occupied a good proportion of our organizational 
efforts throughout the years. In fact, this phase of our 
organizational program might well be referred to as 
the “era of recognition” for the osteopathic profession. 

As the demands of this phase of recognition are 
being met to an increasingly satisfactory degree and 
we are becoming accepted as a complete school of prac- 
tice within the world of medicine, we find we have 
arrived at a point where we must make certain de- 
cisions. These decisions must be so clear that there 
can be no question either on the part of members of 
our profession or an interested public as to the direc- 
tion in which we propose to travel. Anything less will 
create confusion, for ourselves and for the public we 
serve. 

It seems to me that the osteopathic profession has 
given every indication of desiring to accomplish two 
things in our next era, which can, if we will it, be the 
“era of development” of our full potential. First, all 
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of our policy-making bodies have repeatedly shown 
that the osteopathic profession desires nothing less than 
complete understanding and acceptance of what it 
really is, the most complete school of medicine in ex- 
istence today. Second, it desires to be known not mere- 
ly as an equivalent or carbon copy of an existing school 
of practice, but as one which is making a distinguished 
contribution to the health affairs of the world. The vast 
majority of the members of the profession have the 
desire, the ability, and the experience to develop this 
contribution. The public looks to them for leadership. 
The public expects any body of physicians and sur- 
geons to be creative, rather than merely self-protective. 

Our physicians and surgeons must be more than 
“equivalent.” They must bear the mark of distinction 
which can only be secured through progressive and 
creative educational processes. We must not confuse 
what is political medicine with educational medicine, 
any more than we should believe that mere recognition 
satisfies our responsibilities. 

It is well to remember that our pioneers achieved 
recognitions while practicing under definite handicaps. 
How much greater, therefore, are our responsibility 
and our challenge when we have the opportunity for 
development on the broad base of their achievement. 
Thus, I would submit to you that the osteopathic pro- 
fession, if it would keep faith with the public it serves, 
must create and implement a program based not on 
equivalency, but on leadership. 

Medical education today is not fully cognizant of 
the basic fundamentals which gave birth to this pro- 
fession. It is mot generally aware of, nor does it 
universally teach, these principles which are just be- 
ginning to be included in the phrase “physiological 
medicine.” Medical sciences, in general, overlook the 
importance of proper function of the musculoskeletal 
system and its relationship to other systems of the 
body. Only in isolated instances has the value of 
manipulative therapy been fully understood as a highly 
useful therapeutic modality. 

Until the practice of medicine has become truly 
physiological and until medicine has incorporated fully 
the ecological approach to problems of human health 
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and disease, the osteopathic profession has the chal- 
lenge to provide such leadership. All of us as osteo- 
pathic physicians and surgeons, organized as the Amer- 
ican Osteopathic Association, have the opportunity to 
contribute significantly to this reorientation of the 
medical sciences of our day. 


It is a program worthy of the American Ostev- 
pathic Association. The American Osteopathic Assogej- 
ation can be worthy of the program. We can do no 
more than to provide that leadership. Certainly we 
should do no less. 


104 S. Livingston Avenue 
Livingston, New Jersey 


DEPARTMENT OF PUBLIC AFFAIRS 


Bureau of 
Public Education on Health 


CARL E. MORRISON, D.O. Chairman 


Status of osteopathy in 
Alaska needs clarification 


P IN JULY OF this year the Alaska statehood bill be- 
came law. As authorized by the bill, at a special elec- 
tion held August 27, 1958, the people of Alaska voted 
affirmatively for statehood. The governor of Alaska 
will certify the results of the election to the President 
of the United States, who in the near future will for- 
mally proclaim Alaska a state of the Union. 

The bill enacted by the United States Congress 
which provided for statehood for Alaska is Public Law 
85-508 of the 85th Congress (H.R. 7999). This law 
provides as follows in regard to laws in effect in the 
territory upon admission to statehood : 


Section 8(d). Upon admission of the State of Alaska into 
the Union as herein provided, all of the Territorial laws then 
in force in the Territory of Alaska shali be and continue in 
full force and effect throughout said State except as modified 
or changed by this Act, or by the constitution of the State, or 
as thereafter modified or changed by the legislature of the 
State. All of the laws of the United States shall have the same 
force and effect within said State as elsewhere within the 
United States. As used in this paragraph, the term “Territorial 
laws” includes (in addition to laws enacted by the Territorial 
Legislature of Alaska) all laws or parts thereof enacted by 
the Congress the validity of which is dependent solely upon the 
authority of the Congress to provide for the government of 
Alaska prior to the admission of the State of Alaska into the 
Union, and the term “laws of the United States” includes all 
laws or parts thereof enacted by the Congress that (1) apply 
to or within Alaska at the time of the admission of the State of 
Alaska into the Union, (2) are not “Territorial laws” as de- 
fined in this paragraph, and (3) are not in conflict with any 
other provisions of this Act. 


Under this authority, the territorial laws now in 
effect become the laws of the State of Alaska. The 
territorial laws now in effect can, as in any other state, 
be revised, amended, or repealed at meetings of the 
legislature of the new state. The meeting of the terri- 
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torial legislature, scheduled for January 26, 1959, will 
thus become the first session of the legislature of the 
State of Alaska. 

Public health laws enacted under the territorial 
laws of Alaska, and now in effect, are similar to those 
found in the other forty-eight states. They include 
such general laws as the Food, Drug, and Cosmetic 
Act, Uniform Vital Statistics Act, Prenatal Act, Pre- 
marital Act, Mental Health Act, and an act establish- 
ing a Department of Health. All these and related laws, 
including a Health Care Service Act providing for the 
operation of non-profit health plans, are to be con- 
tinued in effect. 

Now in effect in Alaska is a Basic Science Law. 
This law provides for its administration by a Board of 
Basic Science Examiners, one member of which is to 
be a D.O. practicing in the Territory. The Basic 
Science Law is similar to the Basic Science Acts in 
effect in a number of states. Under the present admin- 
istration of the Act, it has been interpreted to require 
that D.O.’s seeking a certificate take the examination 
of the Board because of the absence of any other ex- 
amining and licensing act applicable to doctors of oste- 
opathy seeking to practice in the Territory. The Basic 
Science Board at the present time thus does not accept 
applications by D.O.’s for the issuance of a basic 
science certificate based upon‘a certificate issued by one 
of the some 21 other basic science boards. No D.O. is 
now serving as a member of the Alaska Basic Science 
Board because there had been no D.O. practicing in the 
Territory until the last several months. 

The Medical Practice Act of the Territory has 
been interpreted by the Board of Medical Examiners 
as not being applicable to the licensing of doctors of 
osteopathy. Doctors of osteopathy are not accepted for 
licensing under this Act. There is no other professional 
licensing act applicable to the osteopathic profession 
as is the case for other professions which have their 
own licensing laws, including the dentists, pharmacists, 
nurses, chiropractors, optometrists, and others. 

The laws of Alaska provide for a Territorial Li- 
cense Tax for businesses and professions. This re- 


-quires a doctor of osteopathy, as well as other profes- 


sional persons in practice in the Territory, to pay an 
annual $25.00 license tax. Applications for such a 
license are administered by the tax commissioner. 
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Thus the two present territorial laws specifically 
referring to the practice of osteopathy are these pro- 
visions of the Basic Science Act and the Territorial 
License Act. This legal status is not considered satis- 
factory for the development and progress of the pro- 
fession in Alaska. A further clarification of the legal 
and legislative status of the profession is needed not 
only in regard to the licensing of doctors of osteopathy, 
but also as to their status under the public health laws. 
At present, only one doctor of osteopathy is engaged 
in practice in the territory. More are needed. A de- 
velopment of osteopathic legal recognition comparable 
to that in most of the forty-eight states will aid the 
profession in helping to meet the public health needs 
in this vast forty-ninth state. . 


Public health bills and laws, 1958 


Public health bills—In even-numbered years some 
seventeen state legislatures meet in general and special 
sessions. By and large the number of public health 
bills introduced in these years is small because many of 
the states either confine such meetings to special mat- 
ters included in the call of the legislative session or to 
solely budgetary matters. 

Nonetheless, during the current year, matters of 
public health came up for consideration in six states, 
and two significant bills were introduced affecting the 
licensing of doctors of osteopathy. 

ARIZONA S.B. 44 proposed the establishment 
of a uniform licensing system by the deletion of the 
provision for a license to use drugs and minor sur- 
gery. In its place only an unlimited license would 
be issued which would include major surgery but be 
based upon an internship of one year and not upon 
the present requirement of two years postgraduate sur- 
gical training. The bill proposed that all doctors now 
licensed in the state not possessing full rights be 
granted the full license to practice osteopathic medi- 
cine and surgery and in the future that all the licenses 
issued be of the same caliber and scope. This bill, how- 
ever, was not acted upon by the legislature at this 
year’s session. 

Likewise, GEORGIA H.B. 179 was introduced 
proposing comprehensive amendments to the osteo- 
pathic practice act resulting from the efforts and the 
report of the Georgia Joint House-Senate Committee 
to study the practice of osteopathy. This bill would 
have provided for the licensing of all D.O.’s in the 
future to use drugs and operative surgery, and by a 
grandfather clause would have permitted D.O.’s now 
licensed and practicing in the state either to qualify 
for unlimited licensure on the basis of stipulated re- 
quirements including internship or examination, de- 
pending upon whether they graduated prior to or after 
January 1, 1940. Those who graduated after January 
1, 1940, in the absence of an internship would have 
received a license to use drugs and only minor sur- 
gery. The Georgia bill was not enacted into law. 

Public health laws RHODE ISLAND S.B. 55 
amended the Rhode Island Osteopathic Practice Act 
by clarifying the terminology relating to the lawful 
scope of practice and by establishing an equivalency 
clause for the internship requirement already in the 
law. These amendments substantially improve the 
legal character of the Rhode Island Osteopathic Prac- 
tice Act and will permit additionally the unlimited li- 
censing of doctors of osteopathy in the state who have 
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had postgraduate training equivalent to an internship. 
Formerly under the law only those doctors having an 
approved internship of 1 year could qualify for the un- 
limited licensuree RHODE ISLAND H.B. 1319 
amends the Osteopathic Practice Act also by providing 
for the limited special registration of doctors of osteop- 
athy. This law, because it is the first of this type to 
become a part of an osteopathic practice act, is here set 
out in full: 


Section 5-36-9. Limited registration. An applicant for lim- 
ited registration under this chapter who shall furnish the divi- 
sion of professional regulation of the department of health 
with satisfactory proof that he is twenty-one (21) years of age 
or older and of good moral character, that he has creditably 
completed not less than three and one-half (3%4) years of study 
in a legally chartered school of osteopathy having power to 
grant degrees in osteopathy, and that he has been appointed 
an intern, fellow or osteopathic officer in a hospital or other 
institution maintained by the state, or by a city or town, or in 
a hospital or clinic which is incorporated under the !aws of 
this state or in a clinic which is affiliated with a hospital 
licensed by the department of health, or in an out-patient clinic 
operated by the state may, upon the payment of five ($5) 
dollars, be registered by the division as a hospital osteopathic 
officer for such time as said division may prescribe; but such 
limited registration shall entitle the said applicant to practice 
osteopathy only in the hospital or other institution designated 
on his certificate of limited registration, or outside such hos- 
pital or other institution for the treatment, under the super- 
vision of one of its medical or osteopathic officers who is a 
duly registered physician or osteopath, of persons accepted 
by it as patients, and in either case under the regulations 
established by such hospital or other institution. Limited regis- 
tration under this section may be revoked at any time by the 
division. 


This type of limited registration provision is not 
unusual under Medical Practice Acts, but such a broad 
provision has not been enacted before under an inde- 
pendent board law. 

KANSAS H.B. 11 amended the fee schedule 
under the 1957 Basic License Act. VIRGINIA S.B. 550 
amended the Virginia Medical Practice Act by chang- 
ing the requirements relating to the grading of exami- 
nations. In addition, VIRGINIA S.B. 55 amended the 
authority relating to the employment of unlicensed 
interns or residents, and VIRGINIA S.B. 52 author- 
ized the State Medical College and state institutions 
to employ or contract for the services of physicians. 
The latter law evidences continued concern over the 
controversy or confusion throughout the country re- 
lating to the application of the legal principle prohibit- 
ing the corporate practice of medicine. PENNSYL- 
VANIA H.B. 1097 reenacted Section 101 (87) of the 
Statutory Construction Act defining a “physician” to 
be a person licensed to practice medicine and surgery 
or osteopathy or osteopathic surgery. MICHIGAN 
H.B. 486 amended the non-discrimination provision of 
the Michigan County Hospital Act to grant to the 
board of trustees control over the medical staff and 
the right to promulgate rules and regulations. This 
law had formerly been held by the Michigan Supreme 
Court in Albert v. Board of Trustees of Gogebic 
County Public Hospital, 314 Mich. 344, 67 N.W. (2d) 
244 (1955) as prohibiting any control over the medical 
staff by the board of trustees. The two sections as now 
amended read as follows: 


Sec. 11. When such hospital is established, the physicians, 
nurses, attendants, the persons sick therein and all persons 
approaching or coming within the limits of same, and all fur- 
niture and other articles used or bought there shall be subject 
to such rules, regulations and policies as said board, with the 
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advice of the medical staff, may prescribe governing the opera- 
tion of the hospital and the professional work, surgical privi- 
leges, conduct and maintenance of proper medical records of 
and by the physicians and surgeons using said hospital facili- 
ties. The board of trustees of the hospital may deny hospital 
privileges and facilities to any physician or surgeon who vio- 
lates any of the provisions of this act or any rules, regulations 
or policies adopted under the provisions of this act. 

Sec. 13. All physicians and surgeons licensed under the 
laws of Michigan shall have the privilege of treating patients 
in the hospital, subject always to such rules and regulations 
as shall be established by the board of trustees under the pro- 
visions of this act. The patient shall have the right to employ 
at his own expense his own physician or nurse, and when acting 
for any patient in such hospital the physician employed by the 
patient shall have charge of the care and treatment of such 
patient. 


Other public health laws enacted related to such 
matters as the sale and purchase of hypodermic needles ; 
possession of narcotics; the licensing of podiatry, 
chiropractic, medical practice acts in independent board 
states, cosmetology, physical therapy and pharmacy; 
the performance or required permission or procedure 


to perform autopsies or post-mortem examinations: 
health, accident or sickness insurance; dental service 
plan corporations ; vocational rehabilitation ; studies of 
Blue Cross or Blue Shield plans; workmen’s compen- 
sation laws; the care of the mentally ill and similar 
matters. 


Medicolegal problems 


Moral turpitude.—The term moral turpitude is one 
frequently used in licensing laws regulating physicians 
and surgeons. In a recent Illinois Supreme Court case 
involving disbarment proceedings against a lawyer, the 
court described the ‘term as follows: 

Moral turpitude has often been set up as a test. It can be 
applied in an infinite variety of situations by legislative enact- 
ment as well as judicial decision. It is for this reason that it 
eludes a precise definition which will cover all cases. Without 
attempting to limit the meaning of the phrase, we think it ele- 
mentary that fraud or fraudulent conduct on the part of an 
attorney resulting in his conviction necessarily carries the con- 
notation of moral turpitude. 

The overwhelming weight of authority seems to be that 
conviction of a crime wherein fraud is an element involves 
moral turpitude. We are not disposed to change our views 
hereinbefore expressed. (In Re Teitelbaum), (Illinois) 150 
N.E. 2d 873 (1958) 


DEPARTMENT OF PUBLIC RELATIONS 


Changes in Medicare 


Although the arbitrary limitation on funds for 
Medicare was stricken from the military appropriations 
Act for the fiscal year 1959 before enactment, the Sen- 
ate and House Conferees in reporting the action direct- 
ed that choice between available military and civilian 
medical facilities and personnel be discontinued, and 
that costs of the program be reduced. As a result, the 
Defense Department presented a tentative program of 
cutbacks in Medicare to an all-day conference of inter- 
ested parties including representation of the American 
Osteopathic Association at the Pentagon. Subsequently, 
the program of cutbacks was firmed up and distributed 
in the form of ODMC Letter No. 16-58, a complete 
copy of which is reproduced below. 

The changes become effective October 1, 1958. 
Thereafter, all procedures not clearly specified in the 
law will be banned, including prehospitalization and 
posthospitalization tests, elective surgery, termination 
visits (referring physician), well-baby visits, and non- 
hospital treatment of injuries and of acute emotional 
disorders. 

Dependents not living with their service sponsors 
will continue to have free choice between available mili- 
tary and civilian medical facilities and personnel. But, 
dependents who are living with their service sponsors 
will have to use military medical facilities and person- 
nel, unless they obtain military certification that none 
are available. In cases of maternity patients, those in 
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their second or third trimester can continue under civil- 
ian care, if such care began on or before Oct. 1. 

The First Annual Report of the Office for De- 
pendents’ Medical Care, dated June 1, 1958, expressly 
acknowledges that the participation of osteopathic phy- 
sicians and hospitals has materially contributed to the 
conduct of the program. 

As of September 1, 1958, Colonel Floyd L. Werge- 
land became Executive Director of the Office of De- 
pendents’ Medical Care, succeeding Major General Paul 
I. Robinson. 


OFFICE FOR DEPENDENTS’ MEDICAL CARE 
OFFICE OF THE SURGEON GENERAL, U. S. ARMY 
WASHINGTON 25, D. C. 


In reply refer 


to MEDDC 29 August 1958 


Dependents’ Medical Care Program 
ODMC Letter No. 16-58 


CHANGES TO THE DEPENDENTS’ MEDICAL CARE PROGRAM 


1. To assure optimum utilization of uniformed services 
medical facilities and to effect economy while providing care 
authorized by Public Law 569, the following changes in the 
current operation of the Dependents’ Medical Care Program are 
effective on and after 1 October 1958. 

Part I: Spouses and Children Residing Apart from Spon- 

2. Spouses and children residing apart from sponsor will 
continue to be allowed selection of either uniformed services 
medical facilities or civilian medical sources for care authorized 
under the Program. 


Journat A.O.A. 
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3. When DA Form 1863 shows “Residing Apart from 
Sponsor—Yes,” in Item 4 of the claim form, the designation of 
this fact on the claim form by the person signing Item 14 will be 
sufficient, and authorized care rendered will be payable provided 
that the person or entity providing the care has no actual knowl- 
edge to the contrary. 

Part II: Restrictions on Spouses and Children Residing 
with Sponsors.— 

4. Spouses and children residing with sponsor will be re- 
quired to utilize uniformed services medical facilities if avail- 
able and adequate as determined by the commander of the medi- 
cal facility. When uniformed services medical facilities are not 
available, a PERMIT will be furnished such dependents by 
the appropriate commander. This PERMIT will entitle them 
to receive authorized care from civilian sources at Government 
expense if such care is authorized under Public Law 569 and 
the Joint Directive, as amended. A summary of changes in the 
scope of authorized care is set forth below. 

5. Effective 1 October 1958, it will be necessary for physi- 
cians and hospitals rendering care to eligible dependents to take 
the following actions in order to insure payment of their claims 
for authorized care rendered : 

a. When DA Form 1863 shows “Residing Apart from 
Sponsor—No,” to allow payment for authorized care, a PER- 
MIT is required as noted in paragraph 4 above (a copy of 
which must be attached to the original copy of the attending 
physician’s and the hospital’s claim form), except in the follow- 
ing circumstances : 

(1) When a spouse or child residing with sponsor is 
hospitalized for care authorized under the program in a bona 
fide acute emergency, e.g., serious injury following an accident 
or illness of sudden onset requiring immediate treatment at the 
nearest available medical facility to preserve life, or to prevent 
undue suffering, a statement by the attending physician on the 
DA Form 1863, or attachment thereto, in lieu of a PERMIT, 
is required, stating, “This case was a bona fide acute emer- 
gency.” 

(2) Where a spouse or child is residing with sponsor, 
but is away from the area of the sponsor’s household on a trip, 
care authorized under the Program may be provided from civil- 
ian sources without a PERMIT. The statement “On Trip” in 
Item 3 or 4 of the DA Form 1863, by the person signing Item 
14, will suffice, provided the person or entity providing the care 
has no actual knowledge to the contrary. 

(3) A maternity case (residing with sponsor) under 
the care of a civilian physician on or before 1 October 1958 
may be continued by that physician provided the patient has 
reached the second trimester of pregnancy on or before that 
date. In these cases a statement by the attending physician on 
the DA Form 1863 (or attachment thereto) will be submitted 
by the physician and the hospital to the effect that the patient 
was under his care on or before 1 October 1958, and that her 
pregnancy had reached the second trimester on or before that 
date. This statement will suffice to authorize this care for pay- 
ment without a PERMIT and wi!l apply only to maternity 
cases where the wife resides with her sponsor. No restriction 
as to freedom of choice has been placed on those eligible de- 
pendents who reside apart from sponsor. 

(4) Spouses and children residing with sponsor ad- 
mitted to a hospital for authorized care prior to 2400 hours 
midnight, 30 September 1958, and whose hospital care resulting 
from this admission extends beyond 30 September 1958 will not 
be required to provide a PERMIT for that admission to the 
hospital. Nevertheless, the date of admission shown by the 
hospital on all claim forms submitted involving care of an 
eligible dependent must indicate that the admission occurred 
prior to 1 October 1958. 

(5) Spouses and children residing with a sponsor who 
are receiving authorized care from a physician and who are ad- 
mitted to a civilian hospital prior to 2400 hours midnight, 30 
September 1958, will be authorized care by a civilian physician 
without a PERMIT, provided the physician shows the date of 
admission to a civilian hospital on his claim form, and this date 
is prior to 1 October 1958. 

6. PERMITS, where required by this letter, must be at- 
tached to the original copies of DA Form 1863 on claims sub- 
mitted by attending physicians and hospitals. Claims submitted 
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by other than attending physicians or hospitals, e.g., Assistant 
Surgeon, Radiologist, Pathologist, Anesthesiologist, Dentist 
(when not in capacity of the attending physician), Consultant, 
Physiatrist, Private Duty Nurse, Anesthetist, and Physical 
Therapist, will be authorized for payment without a PERMIT. 
However, claim form (DA Form 1863) must contain a state- 
ment by the person executing the certification in Item 14 that 
a PERMIT was furnished to the attending physician (identified 
by name) and/or to the hospital (identified by name). 

PART III: Care No Longer Payable under the Depend- 
ents’ Medical Care Program— 

7. In order to comply with budgetary limitations placed on 
the Dependents’ Medical Care Program by the Congress for 
Fiscal Year 1959, rigid restrictions are immediately required. 
Therefore, it is necessary to curtail certain care and services 
currently authorized by the Joint Directive under discretionary 
authority vested in the Secretary of Defense by Public Law 
569. Effective 1 October 1958, and in order to implement the 
above, the Joint Directive has been amended so that the follow- 
ing care and services, if commenced on or after that date, will 
not be payable by the Government under the Dependents’ Medi- 
cal Care Program: 

a. Treatment of fractures, dislocations, lacerations and 
other wounds on an outpatient basis, previously authorized by 
Section 503 d (5) of the Joint Directive. 

b. The Termination Visit. This refers to payment of a 
referring physician who terminates his care prior to, or upon 
hospitalization of, the patient. This was previously authorized 
by Section 503 d (1) (e)(V) of the Joint Directive, and was 
formerly payable under Code 0042 in recently negotiated Medi- 
care Manual and Schedule of Allowances, and Code 0011 in the 
original Schedule of Allowances for Physicians’ Fees. 

c. Outpatient pre- and post-surgical tests and proce- 
dures. These were formerly authorized by Section 503 d (1) 
(e) (i) and (ii) of the Joint Directive in an amount of $75.00 
before hospitalization, and $50.00 after hospitalization. 

d. Neonatal Visits. Formerly authorized on an outpa- 
tient basis by 503 d (2) (c) of the Joint Directive not to exceed 
two visits during the first 60 days, except that in the case of 
home or office deliveries necessary infant care may be provided 
on an outpatient basis during a period not to exceed 10 days 
following the date of delivery. Payment for this service would 
be in accordance with Code 0022 in the current Medicare Man- 
ual and Schedule of Allowances. The in-hospital part of care 
of the newborn is still allowable as part of complete maternity 
care, Section 503 d (2)(e) of the Joint Directive, and is pay- 
able under Code 0022 in the current Medicare Manual and 
Schedule of Allowances, and Codes 0002 and/or 0010 in the 
original Schedule of Allowances for Physicians’ Fees. 

e. The treatment of acute emotional disorders. This 
was formerly authorized, when a acute emergency existed, by 
Section 502 g to the Joint Directive and ODMC Letter No. 
2-58, dated 2 January 1958. (Reproduced in the Medicare Man- 
ual and Schedule of Allowances). Except, however, care of an 
acute emotional disorder may be furnished to a spouse or child, 
if required, during the period of hospitalization of that spouse 
or child for a condition that does qualify as authorized care. 
(See Section 505 b of the Joint Directive, as revised). 

f. Elective surgery. 

8. Elaboration on certain areas of care. 

a. SURGICAL 

(1) The description of “Elective Surgery” as now 
contained in Section 5-504 c of the Joint Directive is set forth 
below. Elective surgery as set forth below does not constitute 
authorized care: 

“Medical or surgical care that is desired or requested 

by the patient which in the opinion of the cognizant 
medical authority can be planned, subsequently scheduled, 
and effectively treated at a later date without detriment 

to the patient, e.g., diagnostic surveys, cosmetic surgery, 

reconstructive surgery, tonsillectomies, uncomplicated 

hernias, and interval appendectomies.” 

(2) The following paragraphs delineate the surgery 
authorized and the surgery not authorized under the Medicare 
Program on and after 1 October 1958. 

(a) Surgical Procedures Authorized for Payment. 
1. Surgical Emergencies Requiring Hospitalization. 
Bona fide surgical emergencies, which cannot be handled on an 
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outpatient basis, will continue to be honored for payment under 
the Program. Such patients will necessarily be acutely ill and 
in need of immediate hospitalization and treatment. Examples 
include perforated duodenal ulcer, hemorrhage with shock, 
bowel obstruction, and similar recognized emergencies. 

2. Acute Surgical Conditions. It is well recognized 
that many acute surgical conditions develop which, while re- 
quiring prompt treatment in a hospital, are not considered emer- 
gencies under the Program. Under such circumstances the 
patient is acutely ill and must receive treatment without delay 
as time will not permit the patient to anticipate or plan for the 
care required. The procedure required for the treatment will of 
necessity be carried out at the earliest practicable time com- 
patible with sound surgical judgment and the proper prepara- 
tion of the patient for surgery. The spirit of this requirement 
is that the ill patient is in clinical need of hospitalization with- 
out delay with a view to surgical correction of the basic condi- 
tion. Examples are acute appendicitis, empyema of the gall 
bladder, twisted ovarian cyst, strangulated hernia, pelvic abscess, 
and renal or ureteral calculi with colic. When the charge physi- 
cian so indicates that an acute requirement existed, payment 
will be authorized. Suspected or proven malignancy, requiring 
hospitalization, will be payable only if the case qualifies under 
this or the preceding subparagraph. 

3. Injuries Requiring Hospitalization. Injuries of 
such clinical severity as to require hospitalization will continue 
to be payable. Hospitalization is authorized only for the treat- 
ment of the acute phase. Readmission for treatment of chronic 
stages or sequelae of injury would not be payable unless an 
acute medical or an acute surgical requirement is shown, such 
as, osteomyelitis, with acute exacerbation. 

(b) Surgical Procedures not authorized for Payment 
under the Medicare Program. 

Elective surgery described in paragraph 8 a (1) above 
which, from a practical viewpoint, permits the patient and the 
physician to plan for the surgery required, is not authorized 
for payment under the Program. Hence, a great many surgical 
procedures payable in the past are not now authorized unless, 
due to unusual circumstances, they would qualify under para- 
graph 8 a (2) (a) 1, above. Examples are Tonsillectomy, Di- 
lation and Curettage, Hysterectomy (Routine), Ligation of 
Fallopian Tube, Heart Surgery, Submucus Resection, Rhino- 
plasty, and Reconstructive Orthopedic and Plastic Procedures. 

b. MEDICAL 

The provisions of the Joint Directive pertaining to the 
treatment of acute medical conditions remain unchanged. (See 
Section 502 a of the Joint Directive) However, in accordance 
with ODMC Letter No. 25-57, dated 24 December 1957, the 
admission of patients not acutely ill for diagnostic surveys will 
not be payable. 

c. DENTAL 

The provisions of the Joint Directive pertaining to dental 
care remain unchanged. However, adjunctive dental care is now 
payable only when it is an integral and necessary part of sur- 
gical or medical care now authorized in paragraphs 8 a (2) (a) 
and 8 b, above. It must be clearly shown that the dental care 
furnished was required for the proper treatment of the basic 
medical or surgical condition for which the patient was hospi- 
talized. 

9. Administration of Treatment of Patients who Com- 
menced Receiving Care before 1 October 1958 where that Care 
Has Been Deleted from the Program, Effective that Date 

a. Hospitalized Patients. A patient will be deemed to 
have commenced receiving such care if admitted to the hospital 
prior to 2400 hours midnight on 30 September 1958. Care is 
authorized during that period of hospitalization if the claim 
form shows an admission date earlier than 1 October 1958. The 
care referred to here includes the termination visit and outpa- 
tient pre- and post-surgical tests and procedures associated with 
this admission. 

b. The Two Neonatal Visits previously authorized will 
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be payable if the birth occurs prior to 2400 hours midnight 39 
September 1958, and if the physician’s claim form contains a 
statement to that effect. 

c. Outpatient Injuries will be deemed to have com- 
menced prior to 2400 hours midnight 30 September 1958 and, 
therefore, payable if the patient contacted a source of care 
prior to that time, and if the source of care so states on the 
claim form. 

10. In view of the fact that hospital claims will now re- 
quire careful completion to meet legal requirements for pay- 
ment, charge physicians are urgently requested to assist hospi- 
tals in every way they can in this regard by providing a specific 
diagnosis, and where indicated, a clinical statement which will 
assure payment where proper under the Program. 

PART IV: General Information— 

11. The DA Form 1863, to be considered “complete,” as 
that term is defined in APPENDIX A of Medicare Contracts, 
must have the documentation called for by this letter included 
on the claim form (DA Form 1863), or attached thereto. The 
PERMIT will be attached to the original DA Form 1863 and 
retained in the contractor’s files. The contractor will stamp on 
the invoice copy of the DA Form 1863, submitted to the Office 
for Dependents’ Medical Care, the following: “Signed PER- 
MIT attached to Copy 1.” 

12. Contractors are urged to immediately disseminate this 
information to all physicians and hospitals in their area of re- 
sponsibility under our contract since these changes will be effec- 
tive on 1 October 1958. 

13. This office is presently preparing formal modifications 
to all Medicare contracts in order to incorporate these changes. 
These proposed modifications will be forwarded to you in the 
very near future. 

14. Attention is invited to the fact that much of the admin- 
istrative detail outlmed in this letter is devoted to the handling 
of cases that are hospitalized, or maternity cases that are in the 
second or subsequent trimester of pregnancy on the effective 
date of the change in the Program. 

15. The military services are instituting an extensive pro- 
gram to apprise military personnel and their dependents of the 
changes in Medicare. In addition, we wish to point out that 
the military services have the responsibility of issuing the PER- 
MIT to spouses and children residing with their sponsors where 
uniformed service medical facilities are inadequate or not avail- 
able. 

16. The following provisions of previously issued ODMC 
Letters are rescinded effective 1 October 1958: 

a. ODMC Letter No. 2, dated 21 January 1957, para- 
graph 1, entitled TREATMENT OF TUBERCULOSIS. 

b. ODMC Letter No. 2, dated 21 January 1957, para- 
graph 4, last sentence, entitled CIRCUMCISION OF THE 
NEWBORN, which reads as follows: 

“Physician’s fee for the circumcision of the newborn infant 
on an outpatient basis is payable by the Government when per- 
formed during the two neonatal visits authorized within 60 
days following delivery.” 

c. ODMC Letter No. 16, dated 10 July 1957, paragraph 
1, entitled EMERGENCY CARE. 

d. ODMC Letter No. 22, dated 20 December 1957, en- 
titled EPILEPSY. 

e. ODMC Letter No. 2-58, dated 2 January 1958, en- 
titled ACUTE EMOTIONAL DISORDERS. 

f. ODMC Letter No. 12-58, dated 4 May 1958, entitled 
ELECTIVE PROCEDURES. 


Paut I. Roprnson 

Mayor GENERAL, MC 

EXECUTIVE DIRECTOR 

OFFICE FOR DEPENDENTS’ MEDICAL CARE 
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At the annual meeting of the Na- 
tional Board of Examiners for Os- 
teopathic Physicians and Surgeons, 
held July 12 and 13 at the Shore- 
ham Hotel in Washington, D.C., as 
a part of the A.O.A. Annual Con- 
vention, members voted to adopt 
the objective or multiple choice 
form of examination for students 
working for National Board certifi- 
cation. 

Representatives of state licensing 
boards, osteopathic colleges, and the 
Bureaus of Professional Education 
and Colleges and Public Education 
on Health were guests of the meet- 
ing. Mr. Charles B. Frasher, New 
York City, consultant for the 
American Public Health Associa- 
tion, explained in detail the objec- 
tive type of examination provided 
by the Health Association’s profes- 
sional examination service. 

The vote of the National Board 
for the change was unanimous, the 
result of 5 years of study and con- 
sideration. Following the meeting, 
National Board President Samuel 
V. Robuck, Chicago, said: 

“Members of the Board are grati- 
fied by the unanimity of recognition, 
by both members and guests, of 
the advantages of the objective ex- 
amination. I feel certain that the 
change will enable us better to eval- 
uate both our candidates for certifi- 
cation and our osteopathic system 
of education.” 

Dr. Robuck has been President 
of the Board since 1947, and shares 
with Dr. Chester D. Swope, Wash- 
ington, D.C., the distinction of be- 
ing a charter member. Both have 
held continuous memberships for 24 
years. 

The National Board of Exami- 
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Dr. S. V. Robuck, Chicago, 
left, and Dr, Paul van B. Allen, 
Indianapolis, were re-elected 
president and secretary-treas- 
urer, respectively, of the Na- 
tional Board of Examiners of 
Osteopathic Physicians and 
Surgeons. 


National Board adopts multiple 


choice examination 


the Los Angeles and Philadelphia 
colleges will continue as the tradi- 
tional clinical and oral examination. 
Other locations for holding exami- 
nations for Part III are under con- 


ners for Osteopathic Physicians and 
Surgeons is an affiliate of the 
American Osteopathic Association 
and was organized in 1934. Its fif- 
teen members are named for 3-year 
terms, and are first nominated by _ sideration. 
the A.O.A. Board of Trustees. There are at present 263 National 
Board examinations, open to all . Board diplomates. In the mem- 
students in osteopathic colleges, are bership roster of the YEARBOOK AND 
taken over a period of 3 years, and Drrecrory OF THE AMERICAN Os- 
lead to certification as a National TEOPATHIC ASSOCIATION, they are 
Board Diplomate. Parts I and II designated by the abbreviation 
of the examinations are taken at DNB. 
the end of the sophomore and senior National Board certificates are ac- 
years respectively, and Part III at cepted, either wholly or in part, in 
the end of an osteopathic intern- lieu of their own examinations for 
ship. Under the new type of ex- licenses in sixteen states, the Dis- 
amination, which will be put into _ trict of Columbia, and the Territory 
effect as soon as arrangements can of Hawaii. The states include Ari- 
be completed, Parts I and II will zona, Colorado, Connecticut, Dela- 
adopt the objective form of ques- ware, Idaho, Massachusetts, New 
tioning. Part III, given annually at Hampshire, New Mexico, Ohio, 


At the Washington meeting of the National Board of Examiners, circling the table clockwise, were: Drs. 
Chester D. Swope, Floyd E. Dunn, Dominic Raffa, and Nicholas Oddo, members of the Board; Dr, Ros- 
well P. Bates, then Chairman of the A.O.A. Bureau of Public Education on Health; Mr. Charles B. 
Frasher, consultant of the professional examination service of the-American Public Health Association; 
Drs, Paul van B. Allen, secretary-treasurer, Samuel V. Robuck, Board president, Marion E, Coy, Board 
member and president of the Tennessee Osteopathic Board of Examiners, and Otterbein Dressler, Board 
member; Mr. Herman W. Walter, secretary-treasurer, lowa Society of Osteopathic Physicians and Sur- 
geons; Drs. C. J. Manby, president, Michigan Osteopathic Board of Examiners, Glen D. Cayler, presi- 
dent, California Osteopathic Board of Examiners, and Ralph J. Tomei, Board member; Mr, Lloyd L. 
Hall, secretary-treasurer, Kansas State Osteopathic Association, and Mr. D. O. Durkin, secretary-treasur- 
er, Illinois Osteopathic Association; and Board members Spencer G. Bradford, Joseph E. Py, and W. F. 
Kreighbaum. 
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Oregon, Rhode Island, South Da- 
kota, Tennessee, Vermont, West 
Virginia, and Wyoming. 

Present members of the Board, 
in addition to President Robuck and 


> Once more the official story of 
the American Osteopathic Associa- 
tion has been enacted, recorded, and 
transcribed. Titled “Proceedings— 
House of Delegates of the Ameri- 
can Osteopathic Association,” the 
legislative record of the sixty-sec- 
ond A.O.A. Convention has now 
taken its place in the National 


Headquarters archives. Eventually, 
in microfilm, it will be stored both 
in Central Office and in the vault 
for valuable papers maintained by 


Dr. Swope include: 


Drs. Spencer G. Bradford, Phila- 
delphia, vice president ; Paul van B. 
Allen, Indianapolis, secretary-treas- 
urer; Marion E. Coy, Jackson, Ten- 
nessee ; Charles C. Dieudonne, Los 
Angeles; Otterbein Dressler, De- 
troit; Floyd E. Dunn, Kansas City, 
Missouri; William F. Kreighbaum, 
Minneapolis ; Harold J. McAnnally, 


Kansas City, Missouri; Nicholas y. 
Oddo, Long Beach, California; Jo. 
seph F. Py, Philadelphia; Dominic 
Raffa, Tampa, Florida; Ralph J, 
Tomei, Philadelphia; and Leo ¢. 
Wagner, Lansdowne, Pennsylvania, 
Information concerning examina- 
tions may be secured from Dr. Al- 
len. His address is 4425 North 
Meridian Street, Indianapolis 8. 


Osteopathic history in 


the Association in the Kirksville 
National Bank, Kirksville, Missouri. 

No Association records are more 
zealously prepared and guarded 
than the minutes of each national 
convention. From the few pages of 
minutes of the first meeting, held in 
Kirksville in 1897, to the 41%4-pound 
record of this year’s meeting in 
Washington, the Proceedings are 
recognized to be the official year-to- 
year history of osteopathy’s national 
organization. They are the voice of 
the profession’s supreme voting 
body. 

For the first 23 years, individual 
members made up this voting body. 


the making 


Business sessions were a part of the 
general program, and each member 
had power of vote. In 1919, how- 
ever, this direct method gave way. 
by the decision of the convention, to 
the delegate system. Thereafter, 
principle and policy were acted up- 
on by a House of Delegates, made 
up of representatives of component 
divisional societies, with representa- 
tion based upon the number of 
A.O.A. members in each area. 

The first meeting of the House of 
Delegates was held in Chicago the 
following year. There were sixty- 
four delegates from forty states and 
six Canadian provinces. Its twenty- 


Three indispensable persons in the House of Dele- 
ates—Left, Mr. Martin Katz, Philadelphia, who 
irst came to the House as its stenotypist in 
1952, to the Convention in Atlantic City; Dr. 
Charles W. Sauter. Il, who has been Speaker of 
the House since 1950; and Dr. Philip E. Haviland, 
who has served as Vice Speaker since the Conven- 
tion of 1951. 
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five pages of minutes record a deci- 
sion of particular interest. It direct- 
ed that the three Association offices, 
that of the Business Manager in 
Orange, New Jersey, that of the 
Editor in Boston, and that of the 
Secretary in Dayton, Ohio, be cen- 
tralized in one office, to be located 
in Chicago. 

Contrasted to the twenty-five 
pages of 1920 are the 530 pages of 
this year’s proceedings. They are 
the compilation of the deliberations 
and decisions of 133 delegates from 
forty-eight divisional societies of 
the United States, Canada, and 
Great Britan, conducted for 5% 
days under the gavel of Speaker of 
the House Charles W. Sauter III 
and Vice Speaker Philip E. Havi- 
land. 

From the first meeting in 1897, 
until now, the all-important link 
between the spoken and recorded 
word has been the person who re- 
corded it. In the early day, proceed- 
ings were taken in longhand, later 
in shorthand, and for the last 25 
years by stenotype. Since the At- 
lantic City convention of 1952, ex- 
cepting the 1955 meeting in Los 
Angeles, this indispensable link in 
the evolution of the minutes has 
been Mr. Martin Katz of Philadel- 
phia. Seated just below the Speak- 
er’s rostrum, seemingly in a motion- 
less world of his own, Stenotypist 
Katz catches the meetings at a 
speed, if necessary, of 275 words a 


> Support of a hospital being built 
in the high Andes of South Ameri- 
ca is now the particular project of 
the Gavel Club of the A.O.A., of 
which Dr. Stephen M. Pugh, Ev- 
erett, Washington, is this year’s 
president. At its annual breakfast 
meeting, held during the National 
Convention in Washington in July, 
this group, made up solely of 


Two elder statesmen of the profes- 
sion, Dr. J. L. Holloway, left, and 
Dr. Samuel L. Scothorn, as they 
appeared at the Gavel Club 
meeting last year in Dallas, their 
home city. Dr. Holloway, ASO 
‘04, and I911 president of the 
Gavel Club, was honorary chair- 
man of the Dallas Convention. 


Vor. 58, Oct. 1958 


Proceedings of the House of Delegates as they appear in their final forms. 
Bound volumes, averaging 600 pages and weighing between 3 and 4 pounds, 
become 25 feet on a roll of microfilm, each page thumbnail size. 


minute. Mr. Katz and his wife 
form one of the country’s few re- 
porter-transcriber teams. Mrs. Katz 
transcribes the Proceedings directly 
from her husband’s notes, at a 
speed of 100 words a minute, and 
shares his intimate knowledge of 
A.O.A. organization. 

Mr. Katz has been reporting since 
1934 and has had his own reporting 
service since 1940. He served 2 
years with the U.S. Army in Pana- 
ma as a reporter. He is now presi- 
dent of the Federation of Verbatim 
Reporters of Philadelphia, and he 


holds membership in a number of 
other professional organizations. 
Tape recording is a hobby. 

As part of the Association’s dili- 
gence in safeguarding its records, 
all valuable documents, through the 
convention of 1955, have been mi- 
crofilmed by the Department of In- 
formation and Statistics, with one 
set stored in Central Office and an- 
other in the Kirksville bank. On 
microfilm, one page of minutes be- 
comes thumbnail size, and an entire 
volume of convention proceedings 
covers 25 feet of film. 


Gavel Club “adopts” hospital 


A.O.A. past presidents, moved to 
“adopt” the hospital being built by 
Dr. Donald R. Dilworth, medical 


in Eeuador 


missionary to Ecuador, stationed at 
Riobamba. 

The action was taken following 
the account of Dr. Robert D. Mc- 
Cullough, Tulsa, Oklahoma, chair- 
man of the Committee on Medical 
Missionaries, of his visit with Dr. 
and Mrs. Dilworth. He had just re- 
turned from South America, where 
he had gone primarily to observe the 
work of the Wycliffe Bible Trans- 
lators in Ecuador and Peru. 

Dr. and Mrs. Dilworth form the 
first medical missionary team to 
work among the 100,000 Quichua 
Indians about Riobamba in the most 
populous province of Ecuador. 
There, according to Dr. McCul- 
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lough, Dr. Dilworth is “literally 
building the hospital with his own 
hands to serve thousands of people 
who have nothing.” 

Dr. McCullough and Dr. Phil R. 
Russell, Fort Worth, Texas, chosen 
to head the hospital project, are 
urging members to turn their lead- 
ership experience to the support of 
this 21-bed hospital, which has been 
under way since 1956. To finish 
and equip it, $10,000 are needed. 
They are urging Gavel Club mem- 
bers to contribute, and to open the 
way for others‘to contribute, to a 
fund to help raise this amount. 

Dr. and Mrs. Dilworth and their 
three children are maintained by 
the Gospel Missionary Union, Inc., 
of Kansas City. Gavel Club assist- 


ance will be given entirely to the 
hospital. The Dilworth address is 
Casilla 11, Riobamba, Ecuador, 
South America. Letters from the 
states are at all times most welcome. 

This is the Dilworths’ second as- 
signment in Ecuador. During their 
first years there, they established a 
clinic and, to break down the preju- 
dice of the natives, traveled into 
the country setting up temporary 
roadside clinics. 

“In the building of the hospital 
and in his service in Ecuador,” said 
Dr. Russell, “Dr. Dilworth is prov- 
ing that D.O.’s are well-qualified in 
every respect to serve as medical 
missionaries.” 
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Dr. Dilworth is a native of 
Hemet, California, and received his 
osteopathic degree from the Los 
Angeles college in 1944. He also 
holds a degree in divinity. Oddly 
enough, the Gavel Club, first called 
the Past Presidents Club, was or- 
ganized in 1919, the year Dr. Dil- 
worth was born. 

Contributions for the hospital will 
reach Dr. Dilworth through the 
Gavel Club’s secretary-treasurer, 
Dr. Robert B. Thomas, 826 First 
Huntington National Bank, Hunt- 
ington 1, West Virginia, or The Os- 
teopathic Foundation, 212 East Ohio 
Street, Chicago 11. Gifts should not 
be sent directly to Dr. Dilworth. 
They may disappear en route. 

Checks should be made payable 
to The Osteopathic Foundation, 
marked for the Dr. Donald Dil- 
worth Hospital Project. This will 
make them tax deductible. All 
checks received will be sent to the 
Gospel Missionary Union, to be for- 
warded to Dr. Dilworth. 


Seal campaign sets 
$75,000 goal 


The twenty-eighth annual osteo- 
pathic Christmas seal campaign 
opened October 1 with the mailing 
of seals to members of the profes- 
sion and auxiliary. The 1958 drive 
has set its goal at $75,000, to be di- 
vided between the profession’s 
funds for student loans and re- 
search. 

The campaign’s Packet Plan, 
which provides doctors and their 
wives with seals and supportive 
pieces, is being employed for the 
eighth consecutive year, as a means 
of reaching the osteopathic public. 

The 1958 seal design is mod- 
ern, and depicts a dove of peace 
poised before a Gothic window. 

State chairmen, of both the pro- 
fession and the Auxiliary to the 
American Osteopathic Association, 
are active in furthering seal partici- 
pation. 


New and retiring Gavel Club officers and com- 
mitteemen: Left to right, Dr. McCullough, named 
as chairman of the committee to head the Gavel 
Club's support of the Dilworth hospital in Ecua- 
dor; Dr. Thomas, retiting president and new sec- 
retary-treasurer; Dr. Pugh, new president; Dr. 
Pearson, retiring secretary-treasurer; and Dr. Rus- 
sell, named co-chairman with Dr. McCullough on 
the hospital project. 


Of the thirty living past presidents of the A.O.A., 
seventeen were present at the annual breakfast 
meeting of the Gavel Club, held during the Na- 
tional Convention in Washington. Reading clock- 
wise around the table, they were, with the year 
of their presidency: Drs, Robert B. Thomas, 1947; 
Hobert C. Moore, 1955; Robert D. McCullough, 
1956; Donald V. Hampton, 1952; John W. Mulford, 
1954; George W. Northup, then President-Elect; 
Carl E. Morrison, 1957; Samuel L. Scothorn, 1921; 
Chester D. Swope, 1924; Stephen M. Pugh, 1948; 
Edward A. Ward, 1937; John P. Wood, 1946; C. 
Robert Starks, 1944 and 1945; Floyd F. Peckham, 
1951; R. McFarlane Tilley, 1942; Allan A. Eggles- 
ton, 1953; Phil R. Russell, 1941; and H. Dale Pear- 
son, 1949, 
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P.&P.S. PReviews and PRojects 


> Audio-Visual—Chairmen of os- 
teopathic programs, particularly for 
district and state meetings, are wel- 
coming the new medical and health 
film service being offered by THE 
JourNAL in collaboration with the 
audio-visual office of P.&P.S. 

Films produced by hospitals, 
health associations, research labora- 
tories, and pharmaceutical houses 
are being catalogued and reviewed. 
Included in the listing are films pub- 
lished within the year and films on 
diagnosis and treatment which, al- 
though older, retain their value. 

They are provided by the pro- 
ducers upon request. Unless other- 
wise indicated, there is no charge 
other than postage. Here is the list- 
ing for October : 


Transrectal Prostatic Biopsy.— 
This film shows simple surgical pro- 
cedures for a prostatic biopsy, ex- 
plains its advantages of easy accep- 
tability, minimum injury, adequate 
tissue for study, and short conval- 
escence. 16 mm., sound, color, 15 
minutes. Desitin Chemical Com- 
pany, 812 Branch Avenue, Provi- 
dence 4, Rhede Island. 


Proud Years.—Shows in detail 
the practical steps that can be taken 
to help old people lead active, useful 
lives. It provides sensitive and elo- 
quent means by which the aged and 
their families can explore together 
their day-to-day problems. 16 mm., 
black and white, sound, 28 minutes. 
Rental charge. Produced by the 
University of Oklahoma. Interna- 
tional Film Bureau, 57 East Jack- 
son Boulevard, Chicago 4. 


Subtotal Thyroidectomy for Thy- 
rotoxicosis—The technics of thy- 
roidectomy are here demonstrated. 
Greatly enlarged, highly toxic thy- 
roid glands are removed from two 
young women. In a third case, of 
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an older woman with a less toxic 
and smaller gland, a less radical re- 
section is demonstrated. 1954. 16 
mm., sound, color, 20 minutes. De- 
partment of Motion Pictures, Win- 
throp Laboratories, 1450 Broadway, 
New York 18. 


Low Cervical Cesarean Section.— 
A two-part film presents a trans- 
verse incision and a longitudinal in- 
cision in lower uterine segments. It 
depicts operating and suturing tech- 
niques, fetal deliveries, and the use 
of oxytocics. 16 mm., sound, color, 
29 minutes. 1957. Sandoz Medical 
Film Library, Hanover, New Jer- 


sey. 


Hela Cell Strain——A film show- 
ing preparation of a culture of cells 
taken from a cervical carcinoma. 
Viewers watch the culture grow, see 
such developments as normal and 
abnormal mitosis, movements of in- 
tercellular strands, engulfment of 
nutrient fluid in vacuoles, mitochon- 
dria, and lipoprotein granules. 1957. 
16 mm., sound, black and white, 12 
minutes. Professional Service De- 
partment, Abbott Laboratories, 
North Chicago, Illinois. 


Total Cesarean Hystcrectomy.— 
This film portrays a fetal delivery 
and total removal of the uterus. 
Shows operating and suturing tech- 
nics, and administration of oxy- 
tocics. 16 mm., sound, color, 25 
minutes. Use designation OBG-6 
when ordering. 1957. Sandoz Phar- 
maceuticals, Hanover, New Jersey. 


Muscle Breathing Patterns in 
Poliomyelitis —This film uses nor- 
mal subjects, patients, and animation 
sequences to demonstrate various 
types of muscle breathing patterns 
encountered in poliomyelitis pa- 
tients. 16 mm., color, sound, 15 min- 
utes. The Division of Professional 


Education, National Foundation for 
Infantile Paralysis, 301 East 42nd 
Street, New York 17, New York. 


Precancer Diagnosis of the Cer- 
vix by Cytology.—The film, describ- 
ing Ayre’s selective cytology technic, 
shows the technic of taking smears 
and staining, and photomicrographs 
of smears, scrapings, and biopsies. 
16 mm., color, sound, 30 minutes. 
Clay-Adams, Inc., 141 East 25th 
Street, New York 10, New York. 


Staff travels 


> Five members of the Central 
Office staff were away from the Of- 
fice on Association business during 
August and September. Walter A. 
Suberg, Business Manager, and Jo- 
sephine Seyl, director of informa- 
tion and statistics, attended the con- 
vention of the American Society of 
Association Executives, held Au- 
gust 17-20 in White Sulphur 
Springs, West Virginia. 

Patricia Guinand, secretary of 
the Bureau of Hospitals, was in 
Los Angeles August 11-14 to act as 
an assistant in hospital consulta- 
tions. She also attended the North- 
west Institute of the American Os- 
teopathic Hospital Association, held 
in Portland, Oregon, September 10- 
13. 

Robert A. Klobnak, director, 
Division of Public and Professional 
Service, attended the National 
Health Council clinic held at Prince- 
ton Inn, Princeton, New Jersey, 
September 15-18, and the annual 
convention of the Florida Osteo- 
pathic Medical Association, held at 
the Americana Hotel, Bal Harbour, 
Miami Beach, September 29-Octo- 
ber 1. Dan Astrahan, also of P.& 
P.S., attended the annual meeting 
of the Osteopathic College of Oph- 
thalmology and Otorhinolarynology, 
held at the Warwick Hotel, Phila- 
delphia, September 29-October 1. 
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Current Literature 


Malignant melanoma 


P AN EVALUATION of a combined surgical and radio- 
therapeutic approach in malignant melanoma is pre- 
sented by Robert J. Dickson, M.D., in the June 1958 
issue of The American Journal of Roentgenology, 
Radium Therapy and Nuclear Medicine. The study 
was based on 254 case histories, 188 from the Toronto 
General Hospital and 66 from Johns Hopkins and the 
Public Health Service Hospital in Baltimore. In 121 
of the 234 cases that could be analyzed statistically, 
radiation therapy was used, and 41 per cent of these 
survived the conventional 5-year period. About one- 
quarter of the patients treated by excisional surgery 
without irradiation survived the corresponding period, 
and those whose treatment consisted of local therapy 
without more aggressive treatment within 1 month 
showed a slightly worse prognosis, only 20 per cent 
being alive at the end of 5 years. In this series of 
cases, no patient received local therapy alone, although 
several had metastatic disease when they were first seen 
for definitive treatment. 

There is no statistical difference between the re- 
sults of local therapy and those of wide surgical ex- 
cision, but the groups are rather small. Between those 
treated surgically and those in whom radiation therapy 
was also used there was considerable improvement with 
the addition of radiation therapy (26 and 41 per cent 
respectively). The survival rates are higher than those 
of other series in which surgery alone was used, al- 
though the material of this report is considered compar- 
able in all respects. The author believes that the opinion 
that radiation therapy is valueless in this disease is 
based on experience with inadequate dosage and that 
postoperative irradiation in association with wide ex- 
cisional surgery is an adequate alternative to ablative 
and deforming operations. 


Resuscitation of 
newborn premature infants 


> a stupy oF the use of the Goddard-Bennett-Love- 
lace hand resuscitator in 87 newborn infants is pre- 
sented by Miriam G. Wilson, M.D., and Stanley N. 
Roscoe, Ph.D., in the April 1958 issue of California 
Medicine. Operators were instructed to use oxygen at 
high concentrations, on the principle that in brief appli- 
cation the lifesaving value of oxygen is more important 
than the remote possibility of influencing retrolental 
fibroplasia. On alternate days, when the resuscitator 
was not used, 126 comparable infants were resusci- 
tated by other means, including mouth-to-trachea 
pressure applied by catheter. Neither full-term infants 
nor previable infants benefited from use of the hand 
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resuscitator, but premature infants weighing more than 
1,000 grams had a definite advantage, with a mortality 
of only 13 per cent for those treated with the resusci- 
tator against 34 per cent among the controls. 

Neither roentgen nor postmortem studies of the 
lungs disclosed any consistent effect of any of the re- 
suscitative measures employed, but postmortem studies 
did show that positive pressure of any type could 
cause overexpansion of certain portions of the lungs, 
Infants who had difficulty beginning respiration, with 
or without positive pressure treatment, had patchy 
areas of atelectasis and interstitial emphysema. Sub- 
pleural emphysema was found in some who had either 
orotracheal or mechanical pressure treatment for 
periods of a minute to an hour. 

The authors feel that such an easily used resusci- 
tator might be especially helpful in a small hospital 
where resuscitation is an unusual and consequently less 
efficiently managed procedure. 


Therapeutic application of 
ultrasound in 
physical medicine 


P ACCORDING TO Justus F. Lehmann, M.D., and Frank 
H. Krusen, M.D., in the August 1958 issue of the 
American Journal of Physical Medicine, ultrasound has 
become generally accepted in the United States mainly 
as an efficient deep-heating agent. 

The biophysical basis for use of this new proce- 
dure is known to such an extent that it can be used 
intelligently, safely, and in the proper dosage. The 
clinical studies suggest that the indications and contra- 
indications for its use are essentially the same as those 
for any other deep-heating agent. In some cases it 
seems to produce specific effects because of a selective 
pattern of heating; for example, the sciatic nerve in 
animals was found to become hotter than the adjacent 
soft tissue structures when exposed to ultrasound and a 
selective rise in temperature has also been found at 
tendinous and myofascial interfaces. 

Although nonthermal reactions have been observed 
under experimental conditions, it is not known whether 
these contribute to the specificity of ultrasonic thera- 
peutic effects. Since ultrasound gives superior depth 
of penetration and is a very vigorous deep-heating 
agent, it should be used whenever such properties are 
desirable and probably not in very acute processes, 
since milder, less penetrating types are better tolerated 
in such cases. In addition, whenever it seems desirable 
to heat the areas that are heated selectively by ultra- 
sound, this method should be given preference. There 
is experimental evidence that periarticular structures 
might become more stretchable and extensible after ex- 
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posure to ultrasound. If this effect is utilized by a sub- 
sequent exercise program, it can be expected that it will 
be easier to increase the range of motion than without 
ultrasound. Ultrasound also seems to be the most effi- 
cient means of heating these structures. Among the 
conditions in which ultrasound is of possible, but un- 
proved, value are rheumatoid spondylitis, pain of post- 
operative neuroma, and reflex dystrophies. Ultrasound 
is of questionable value in sciatica, other types of neu- 
ritis and radiculitis, epicondylitis, and tenosynovitis. 


Menstrual problems 
in the adolescent 


P MOST OF THE PROBLEMS associated with uterine 
bleeding in adolescence may be termed functional ; they 


usually do not require endometrial biopsy, curettage, or 


other tests to determine their cause, says Penn G. 
Skillern, M.D., in the August 1958 issue of Postgrad- 
uate Medicine. Amenorrhea followed by prolonged 
uterine bleeding is due to failure of ovulation and to 
building up of the proliferative endometrium without 
any progesterone. In most patients with anovulatory 
bleeding, estrogen or progesterone need not be given, 
but the condition must be explained to patient and par- 
ents and reassurance should be given. When bleeding 
is severe, progesterone will usually stop it, but com- 
bination cyclic estrogen-progesterone therapy may be 
necessary in the patient without hyperplastic prolifera- 
tive endometrium. Menstrual bleeding in a girl less 
than 10 years old is considered premature; however, 
some normal girls start menstruating at 8 or 9 years 
because of spontaneous premature pituitary secretion 
activated by the hypothalamus. Such activation of the 
pituitary, occurring probably through central nervous 
system and hereditary influences, is present in the rare 
condition known as Albright’s syndrome. A_ brain 
tumor may cause premature adolescence. A granulosa 
tumor should be suspected in all girls with premature 
adolescence. In such cases, there is uterine bleeding 
without ovulation. Premature adolescence with prema- 
ture breast growth but without menses may signify the 
presence of an adrenal tumor. “Midmonth”’ staining, 


believed to be due to temporary estrogen deficiency and 


to be related to ovulation, is not considered abnormal 
in the adolescent. Simple explanation and reassurance 
are more beneficial than any therapy. In young girls 
with functional uterine bleeding, the possibility of a 
hematologic disease such as thrombopenia or leukemia 
should be borne in mind. Hypothyroidism is another 
possible cause. The use of desiccated thyroid seems to 
have little value in the treatment of menstrual disorders, 
unless the patient has true primary hypothyroidism. 


Diagnosis and management of 
facial fractures 


P BECAUSE FACIAL FRACTURES unite quickly, early 
recognition is imperative so that the bone can be re- 
stored to normal position before bony union takes 
place, say Frank D. Bernard, D.D.S., M.D., and Gor- 
don Davenport, M.D., in the August 1958 issue of The 
Surgical Clinics of North America. Most fractures can 
be readily diagnosed clinically by a combination of pal- 
pation of the bones and examination of the dental oc- 
clusion. 
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In reducing fractures of the nose, an osteotome, 
knife handle, or similar instrument is inserted well up 
into the nose and pressure applied to elevate the frac- 
tured part. A “snap” may be heard when the bone re- 
turns to position. In comminuted fractures the nose 
should be packed with Vaseline gauze and an external 
splint applied. Reduction of the zygoma can be done 
by the temporal or transantral approach. A short inci- 
sion may be made below the eye over the fracture site. 
The fibers of the orbicular muscle are then spread, 
avoiding injury to the infraorbital nerve, and the frac- 
ture exposed. Sufficient periosteum and muscle are 
stripped from the bone on each side of the fracture line 
to allow a hole to be drilled. A no. 25 stainless steel 
wire is placed through these holes and twisted tight. 
These wires are left in place permanently in most cases. 
The temporal approach is preferred in reduction of a 
depressed zygomatic arch. It is elevated until sym- 
metrical with the opposite side. Wiring is unnecessary. 

The chief aim in treating maxillary fractures is to 
restore normal dental occlusion and correct any elonga- 
tion of the middle third of the face. When a portion of 
the alveolar ridge is fractured, it is replaced manually 
and, assuming an adequate number of teeth, arch bars 
are applied to both jaws and the teeth brought into 
normal occlusion. If the entire maxilla is fractured 
with downward displacement, it must be restored to 
normal position and held there by internal wiring to 
higher solid bones on each side of the face. In fractures 
of the body of the mandible, when there are sufficient 
teeth, and teeth on either side of the fracture site, the 
fracture can be readily reduced and held by wiring the 
teeth into normal occlusion. A lower denture may be 
used as a splint when teeth cannot be used, and if no 
denture is available, open reduction and fixation must 
be used. In fractures of the angle of the mandible, 
when the usual upward and inward displacement of the 
posterior fragment is present, open reduction and inter- 
nal wire fixation must be done. In a displaced condyle, 
treatment consists in restoring occlusion by interdental 
wiring. After 10 to 14 days’ immobilization, wires are 
removed. In bilateral fractures of the condyle, the best 
method for general use is interdental wiring, with use 
of arch bars. 


Treatment 
of ingrowing toenails 


P IN THE July 19, 1958, issue of the Lancet, Roger 
Brearly, M.B., describes two varieties of ingrown toe- 
nail: the juvenile type and the adult type. The juvenile 
is commonest in the age group 14 to 18, although the age 
correlation is not invariable. The nail is flat, the lateral 
fold being large and overhanging. The adult type oc- 
curs usually after middle age. The transverse curva- 
ture is much increased, with the result that the edge 
digs into the toe. It causes discomfort and callosity, 
but, unlike the juvenile type, seldom suppurates. Trim- 
ming away corners or lateral borders of the nail is un- 
doubtedly harmful and may precipitate sepsis. The 
etiologic role of tight shoes is more doubtful. Many 
patients work in heavy boots or in occupations in which 
the feet are constantly wet, and some seem to have 
primary hyperhydrosis. Wet, macerated skin is a com- 
mon finding, and it contributes to the general soften- 
ing, which allows ready displacement of the pulp. Lax- 
ity of the pulp seems to be the crucial factor, though its 
cause is not evident. 
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An operation suitable for the juvenile type of in- 
grown toenail consists first in passing a blunt dissector 
beneath the nail on the affected side and cutting free 
and avulsing the strip thus undermined. A scalpel is 
introduced at the proximal end of the groove between 
nail fold and nail bed so as to bisect the angle between 
the two, with the point of emergence well down toward 
the plantar surface, so that the points of entrance and 
exit are at least half an inch apart. The knife is then 
advanced distally, cutting a flap consisting of the nail 
fold and a substantial strip from the side of the toe. 
The knife is then turned around, the flap tapered off 
and amputated at its base, beveling off the bare area 
proximally. The operation causes no deformity, no dis- 
comfort or loss of function, and there is no recurrence. 
After bandages have been changed on the fourteenth 
day, normal walking is possible. 


Hazards 


of intestinal intubation 


P THE CASE OF A patient with the unusual complica- 
tion of intestinal obstruction resulting from absorption 
of gas in the balloon of a Harris tube is reported by 
Stephen J. A. Bruny, M.D., in the May 1958 issue 
of The American Journal of Roentgenology, Radium 
Therapy and Nuclear Medicine. 

If gas accumulates in the balloon of a Miller- 
Abbott tube it can be aspirated from the distal end of 
the tube unless the tube is kinked or knotted, but in the 
Cantor and Harris tubes gas that is absorbed cannot be 
aspirated. Of the intestinal gases, hydrogen sulfide is 
the most readily diffusible, passing rapidly in and out 
of the intestinal tube balloon. The balloon is highly 
permeable to carbon dioxide and least permeable to 
nitrogen. In the reported cases of this complication, 
the carbon dioxide content of the gas in the balloon 
was abnormally high. The Harris tube balloon has 
over twice the surface area of the Miller-Abbott or 
Cantor balloons and thus has more area exposed to 
gas. Also balloons made of Neoprene G., as the Cantor 
balloon, have been shown less permeable to carbon 
dioxide than those made of latex, which composes 97 
per cent of the Harris balloon. 

To overcome the complication of such intestinal 
obstruction it has been suggested that the balloons be 
flushed with carbon dioxide prior to use and that a 
No. 21 or 22 needle be placed next to the balloon 
under the tie when the tie is applied to the tube. The 
small orifice that remains when the needle is removed 
permits egress and ingress of gas, but not of mercury. 
Ordinarily, despite the amount of gas within the bal- 
loon, the balloon would be expected to pass per rectum 
unless a complete or partial obstruction were present. 
The cases reported previously and the present case 
record narrowing or kinking of the bowel as a result 
of adhesions distal to the dilated balloon, with obstruc- 
tion above this area. 


Hydranencephaly 


P INFANTS wWiTH hydranencephaly usually appear 
perfectly normal at birth, say Richard E. Dukes, M.D., 
and Joseph B. Seagle, M.D., in the May 1958 issue of 
the Jilinois Medical Journal. Such infants may have 
adequate weight gains and appear to develop normally 
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for several weeks or months. Gradual enlargement of 
the head may be the first sign of abnormality. Hyper- 
irritability, tremors, twitching of the extremities, or 
convulsions may be noted in the first weeks of life. The 
electroencephalogram will usually reveal a complete 
absence of activity in all leads, but electrical activity 
may be present in the first few months of life. 
Transillumination of the skull remains the simplest 
and most reliable diagnostic procedure. The physician 
holds a flashlight or very strong penlight against the 
skull in a darkened room. The striking reddish glow 
of the cranium is revealed in sharp contrast to the 
underdeveloped cerebral tissue and the blood vessels of 
the scalp. Skulls of infants with hydrocephalus will 
transilluminate similarly, but only when the hydro- 
cephalus is advanced and the cerebral cortex extremely 
thin. This should not cause confusion when the head 
of the infant is normal in size or only moderately 
enlarged. Routine use of transillumination of the skull 
by all physicians during examination of newborn in- 
fants and infants with evidence of central nervous 
system malfunction is a simple procedure that will re- 
veal hydranencephaly if present. By early diagnosis a 
correct prognosis can be ascertained and needless fu- 
ture diagnostic tests and uncertainties can be avoided. 


Transfusion reactions 
from contaminated blood 


> IN THE June 26, 1958, issue of The New England 
Journal of Medicine, Abraham I. Braude, M.D., points 
out that gram-negative bacteria, which may enter blood 
through carelessness, have been responsible for an over- 
whelming, almost invariably fatal type of shock follow- 
ing transfusions. All gram-negative bacteria implicat- 
ed in transfusion reactions appear capable of utilizing 
citrate as the sole source of carbon, which is of interest 
because citrate is used universally as the anticoagulant 
and suggests that this agent may be responsible for the 
survival or growth of these organisms. These contami- 
nants can multiply in the refrigerator at 4 to 8 C. The 
symptoms that dominate the reaction after transfusion 
of contaminated blood are fever, hypotension, and 
shock. These may appear after a latent period of 30 
minutes or more and result from the transfusion of as 
little as 50 ml. of blood. Signs of renal failure become 
prominent after the first 24 hours. Differentiation of 
this type of reaction from that which follows use of 
incompatible blood is based on microscopic examination 
of a gram stain of blood remaining in the transfusion 
bottle, examination of the patient’s plasma for hemo- 
globin, and re-examination of the blood groups of the 
transfused blood and the patient. 

The crucial point in treatment is recognition of the 
syndrome and immediate correction of the bacteremia 
and resulting hypotension. The tetracycline antibiotics 
have been effective against most, but not all, gram- 
negative bacteria’ Other antibiotics that may be effec- 
tive are polymyxin B, chloramphenicol, neomycin, 
streptomycin, and penicillin. Continuous intravenous 
administration of levarterenol must be started when 
administration of antibiotics is begun and may be re- 
quired long after the bacteremia has been corrected. In 
addition to replacement of electrolytes lost during 
vomiting and diarrhea, plasma or whole blood may be 
transfused if hemorrhagic manifestations are promi- 
nent. 
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A week or more is required for heavy bacterial 
growth in refrigerated blood and at room temperature 
a logarithmic growth phase begins in about 6 hours, 
reaching lethal proportions by about 24 hours. Thus it 
would be advantageous to enforce a maximum period 
of standing in refrigerator or donor room. In addition, 
microscopic examination by direct smear of blood just 
before transfusion and routine use of a tetracycline 
antibiotic in concentrations of 20 mg. per liter would 
prevent transfusion of grossly contaminated blood. 


Meprobromate habituation 


> A DOUBLE-BLIND sTuDy of the use of meprobromate 
in 75 patients of a state mental hospital is described by 
Thomas M. Haizlip, B.S., and John A. Ewing, M.D., 
in the June 12, 1958, issue of The New England Jour- 
nal of Medicine. The patients were divided into three 
groups of 25 each, receiving respectively identical 
placebos, or meprobromate, 6.4 grams daily, or mepro- 
bromate, 3.2 grams daily. Clinical observation revealed 
severe sedative effects in the first 3 days, 35 out of 47 
patients having staggering gait or inability to stand or 
walk without falling. These effects gradually dimin- 
ished over the first 7 to 10 days, which suggested that 
a degree of tolerance was developing. In general, al- 
though patients receiving meprobromate did appear to 
be tranquilized and some formerly aggressive patients 
were less so, there was no other obvious psychiatric 
improvement in any case. At the end of 40 days all 
patients were switched without their knowledge to 
placebo. There was objective evidence of an abstinence 
syndrome in 44 of 47 patients who had previously re- 
ceived meprobromate. The typical withdrawal syn- 
drome included various degrees of insomnia, vomiting, 
tremors, muscle twitching, overt anxiety, anorexia, and 
ataxia. Eight patients had hallucinosis with marked 
anxiety and tremors much resembling delirium tremens. 
In 3 patients grand mal seizures developed. The effects 
and the withdrawal syndrome of meprobromate at both 
dose levels were statistically significant as compared 
with placebo. It is concluded that meprobromate close- 
ly simulates the barbiturates but has advantages over 
them. It seems wise to start administration of the drug 
slowly and to discontinue its use slowly, to prevent the 
occurrence of withdrawal symptoms. 


Anesthesia for 
the twin delivery 


> IN AN ATTEMPT TO ascertain the possible role of 
anesthesia in the mortality of second twins, a review 
of the literature and an analysis of the experience at 
the Sloane Hospital for Women from 1947 to 1957 was 
undertaken by William A. Little, M.D., and Emanuel 
A. Friedman, M.D. The results of the study are re- 
ported in the July-August issue of Anesthesiology. It 
was found that ail anesthetic agents are accompanied by 
nearly equal risks to twin B except for an inexplicable 
high mortality with caudal anesthesia. Inhalation anes- 
thesia is accompanied by larger numbers of “depressed 
infants” than is conduction anesthesia. Cyclopropane 
anesthesia prolonged beyond 10 minutes yields impres- 
sively larger numbers of fetal deaths and depressed in- 
fants. Anesthesia and fetal weight were not found to 
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be closely correlated. Risk to life in the second twin is 
markedly increased when version and extraction is at- 
tempted without suitable uterine relaxation obtained 
by deep inhalation anesthesia. Because of the high in- 
cidence of prematurity, evidence that prolonged general 
anesthesia is accompanied by relatively large numbers 
of fetal deaths and depressed infants, and the appar- 
ently poor results with caudal anesthesia, delivery of 
the first twin is probably best performed with the use 
of local infiltration, pudendal block, or nitrous oxide 
anesthesia. If operative measures are necessary in the 
delivery of twin B, deep inhalation anesthesia should 
then be substituted. In any event, the administration of 
cyclopropane for 10 minutes or longer, prior to the 
delivery of twin B, should be avoided. This approach, 
combined with obstetric skill, may help to curtail the 
lamentable end results seen with second twins. 


“Cardio-vocal syndrome”’: 
laryngeal paralysis 
in intrinsic heart disease 


P A CASE OF OCCLUSIVE coronary disease complicated 
by hoarseness due to left recurrent laryngeal nerve 
damage is reported by Harold H. Stocker, M.D., and 
H. T. Enterline, M.D., in the July 1958 issue of the 
American Heart Journal. Mitral stenosis is the in- 
trinsic cardiac lesion most frequently associated with 
vocal cord paresis ; however, arteriosclerotic heart dis- 
ease, as a primary diagnosis, is apparently very rarely 
a cause of this syndrome, only 2 such cases with au- 
topsy confirmation and 2 other cases on a clinical 
basis having previously been reported. 

In the author’s case, the patient was a man, 42, in 
whom hoarseness was an early symptom of cardiac 
decompensation. Initially, hoarseness was the patient’s 
chief complaint. He had suffered a severe myocardial 
infarction 2 years previously. At autopsy there were 
severe changes of atherosclerosis and moderate cardio- 
megaly. The left recurrent laryngeal nerve showed 
thinning within the nerve sheath at the point where it 
passed between the aorta and the left pulmonary artery, 
adjacent to the ligamentum arteriosum. Microscopically 
there was a complete loss of axons and myelin over 
about 70 to 80 per cent of the cross-sectional area of 
the combined bundles in a section taken just distal to 
the observed gross lesion. The vocal cords themselves 
were not remarkable grossly, but there was definite 
atrophy of two of the intrinsic muscles of the larynx. 
Although pressure in the pulmonary artery had been 
two to three times normal by cardial catheterization, 
dilatation of this vessel was not significantly present at 
autopsy. 

It is thought that nerve compression between the 
aorta and a dilated pulmonary artery is a constant fac- 
tor in the production of recurrent nerve injury in cases 
of intrinsic heart disease. Dilatation of the pulmonary 
artery is at times noticeable on the chest film. How- 
ever, an additional unknown factor appears necessary 
to explain the pathogenesis, since dilatation of the pul- 
monary artery is apparently only rarely accompanied 
by significant damage to the recurrent nerve. The term 
“cardio-vocal syndrome” is suggested for those cases 
of left laryngeal nerve palsy or paresis related to in- 
trinsic heart disease and not primarily to extrinsic 
lesions such as aortic aneurysm, tumor, or cicatrizing 


process. 
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Treatment of 
infectious mononucleosis; 
a review of 1500 cases 


P ALTHOUGH THERE Is no specific drug therapy for 
use in infectious mononucleosis, there is a specific 
regimen of treatment that will produce satisfactory 
results consistently, according to G. A. Cronk, M.D., 
and D. E. Naumann, M.D., in the June 1958 issue of 
Postgraduate Medicine. The fundamental unit of ther- 
apy in infectious mononucleosis is rest, on the basis 
of the need for conservation of energy and the shift 
of energy to tissues concerned with defense and re- 
pair. Activity should be restricted until the disease 
process has abated, as indicated by return of the leuko- 
cyte count to normal. The anorexia and painful de- 
glutition that occur in acute cases can create problems 
in nutrition and sometimes relatively severe dehydra- 
tion and electrolyte imbalance. Early in the acute phase 
it is often necessary to support the patient with in- 
travenously administered sodium chloride, glucose, and 
water. This measure alone often reduces the metabolic 
disturbance and places supply and demand of energy in 
positive relation. The patient should be helped to un- 
derstand the nature of the disease as soon as the diag- 
nosis is established. The physician should avoid setting 
arbitrary limits on acitvity and should not use fear as 
a motivation for acceptance of the program. Adequate 
doses of salicylates and barbiturates will control most 
of the symptoms, but if narcotics are needed for the 
throat manifestations, they should be given without 
hesitation. The steroid hormones act only as anti-in- 
flammatory agents in this disease and all acute signs 
and symptoms reappear 24 to 36 hours after discontinu- 
ance of therapy. Because of the inherent pharmacologic 
actions of cortisone, its use should probably be restrict- 
ed to patients with severe symptoms. Contrary to most 
reports, severe mononucleosis can cause glottic or 
tracheal occlusion, so that if this appears imminent, 
tracheotomy equipment should be readily available and 
steroid therapy should be used early. 


Scintillating scotoma 


P ALTHOUGH SCINTILLATING scotoma is commonly 
associated as an aura of migraine, it is a distinct entity 
commonly existing by itself, says Paul W. Miles, M.D., 
in the August 9, 1958, issue of The Journal of the 
American Medical Association. There is a paracentral 
homonymous scotoma which expands as it moves out- 
ward 30 degrees and which has a positive bright scin- 
tillating edge characterized by right-angled lines. At- 
tacks may occur in susceptible individuals daily or as 
rarely as every 6 months, but the duration is regularly 
25 minutes. Scintillating scotoma may occur as a pre- 
liminary aura to migraine, which can be considered in 
most cases a more extensive degree of the same vaso- 
motor disease. The macular sparing, the progression 
across a line parallel to the calcarine artery, and the 
fact of induction by stress, high altitude, anoxia, al- 
lergy, and intra-arterial contrast mediums well establish 
the vascular origin of scintillating scotoma. If the 
disturbance originated in cortical cells or stroma, it 
should involve the macular region and should spread 
in a less constant manner. In persons 60 years of age 
or older, the usually harmless prognosis must be more 
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guarded because of superimposed arteriosclerosis, and 
in the more severe cases there may be permanent cortj- 
cal changes with permanent hemianopsia and encephalo- 
macia. It remains to be determined why migraine com- 
monly stops at age 45, while scintillating scotoma does 
not. Perhaps accessory circulation can develop in the 
case of migraine and does not in the calcarine artery 
region. The symptoms of this disorder confirm theories 
of the visual cortical cytoarchitecture, perhaps more 
exactly than have the anatomicopathological studies of 
the past and the studies based on visual space perception, 


Dupuytren’s contracture 


P ON THE BASIS OF 99 patients, Dupuytren’s contrac- 
ture is described with special reference to pathology 
by Robert D. Larsen, M.D., and Joseph L. Posch, 
M.D., in the July 1958 issue of The Journal of Bone 
and Joint Surgery. The contracture was commoner in 
the right hand than in the left, was more commonly 
bilateral than unilateral, and the ulnar side of the hand 
was most often involved. On the basis of histologic 
studies of specimens from 61 patients, it appears that 
Dupuytren’s contracture is a fibrous-tissve prolifera- 
tion arising within the palmar fascia in intimate asso- 
ciation with thick-walled vessels together with an in- 
crease in capillary vascularity. This tissue undergoes 
the well-known stages of maturation of fibrous tissue 
until a firm, relatively avascular, contracted scar is 
formed. The pathologic changes do not suggest that the 
lesion results from trauma, inflammation, or neoplasm. 
No correlation was found between the degree of in- 
volvement of the palmar fascia or the maturity of the 
hyperplastic fibrous tissue and age, sex, or occupation. 
Further study is needed to determine the significance 
of iron pigment in the early lesions. 

Surgery is the only form of treatment that will 
give lasting benefit, although tocopherol and irradiation 
may produce temporary improvement. It is not possible 
to forecast accurately the progression or rate of pro- 
gression in any one patient. The operation is technical- 
ly easier and the results better in the early stages; 
when there are permanent joint changes a perfect result 
is diffcult to obtain. When it is not certain that an 
operation is indicated, the patient should be observed 
for a few months. If there is rapid progression opera- 
tion is recommended, but if the contracture remains 
stationary, surgery is not required. The operation must 
be fitted to the individual patient. Complete excision of 
the palmar fascia is indicated in most cases, but partial 
excision of the fascia and fasciotomy have their place 
in selected cases. With proper choice of operation and 
careful attention to operative details excellent or good 
results can be expected in between 80 and 90 per cent 
of patients operated on. 


Prevention 
of premature delivery 


Pm accorpING To LaRele J. Stephens, M.D., in the 
June 1958 issue of the American Journal of Obstetrics 
and Gynecology, to reduce premature delivery and 
thereby perinatal mortality, the premature onset of 
labor and delivery must be recognized. In a study of 
76 patients it was found that premature delivery could 
be predicted and an estimate made of the time labor 
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might start by changes observed in the cervix. An esti- 
mation of the state of the cervix was made at every 
office visit and as a routine during labor. Previous 
concern over the use of sterile vaginal examination 
roved groundless ; labor was not induced prematurely 
nor did other problems arise from these examinations. 
The cervix was measured at the external os, the inter- 
nal os, and in thickness. The anticholinergic drug 
Dactil (N-ethyl-3-piperidyl diphenylacetate hydrochlo- 
ride) was used as a preventive measure as well as in 
the management of premature delivery. Treatment was 
begun as soon as the diagnosis of possible premature 
delivery was made and was continued until the thirty- 
ninth week or until delivery. No side effects were 
observed. In some cases, when uterine contractions in- 
dicated imminent delivery, a parenterally administered 
anticholinergic, dibutoline sulfate, was used. Patients 
with premature dilation of the cervix gave birth to 
babies with a mean weight 1 pound higher than with 
previous management. In sixty-eight pregnancies 
during which the mother had received Dactil and in 
which there was abnormal premature dilation, the 
babies averaged 6 pounds 8% ounces. This is consid- 
ered a good weight in view of the great likelihood of 
premature delivery in all these cases. 


Iron as a therapeutic 
agent in 
pediatric practice 


P RECENTLY, KNOWLEDGE has been gained about the 
normal nutritional requirements for iron, about the 
presence of iron deficiency, and about iron absorption, 
but this information is so new that confusion and abuse 
still continue in this field, says Nathan J. Smith, M.D., 
in the July 1958 issue of The Journal of Pediatrics. 
From birth to 4 months of age the physician might 
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> Books for review which were received during the period 
from August 5 to September 5 are listed on advertising pages 
130, 132, and 133. Reviews of these books will be published as 
Space permits. 


> X-RAY TECHNOLOGY. By Charles A. Jacobi, B.Sc., 
RT. (A.RX.T.), (A.S.CP.), MT. Mead, 
X-Ray Technology, Oregon Technical Institute, Oretech, Ore- 
gon; and Donald E. Hagen, R.T. (A.R.X.T.) Instructor, X- 
Ray Technology, Oregon Technical Institute, Oretech, Oregon ; 
with a foreword by James M. Hilton, M.D., Roentgenologist 
and Course Supervisor, X-Ray Technology, Oregon Technical 
Institute, Oretech, Oregon. Cloth. Pp. 410, with illustrations. 
Price $9.75. The C. V. Mosby Company, 3207 Washington 
Blvd., St. Louis 3, 1957. . 


There is no question in the mind of this reviewer 
but that this is one of the best texts on the subject of 
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anticipate the eventual development of frank iron de- 
ficiency in the following situations: prematurity, multi- 
ple births, perinatal blood loss, and iron deficiency in the 
mother. Iron deficiency of nutritional origin is limited 
almost entirely to the age group from 3 months to 4 
years, and may well be regarded as a “symptom” rather’ 
than a “disease,” the basic etiology being some en- 
vironmental disturbance. Treatment with medicinal 
iron, although important, is secondary to whatever 
activity is needed to provide more suitable environ- 
mental conditions for the patient. The use of iron is 
frequently indicated for periods of 4 to 8 weeks after 
surgery or other occasions of blood loss. A period of 
medicinal supplementation is also indicated after acute 
episodes of diarrhea if they are frequent or unduly 
prolonged. Loss of iron in the form of blood loss 
(acute or chronic hemorrhage) is the commonest in- 
dication for iron therapy in the age group from 3 to 
10 years of age. Unrecognized bleeding from the gas- 
trointestinal tract has proved to be a common finding 
in this rather unusual group of patients. In the group 
10 to 18 years of age, blood loss (including menor- 
rhagia), unusual rapid growth, and malabsorption 
syndrome account for iron deficiency. 

Iron should be given as a simple iron salt, in 
divided doses, and for adequate periods. Adjuncts such 
as cobalt, folic acid, molybdenum, copper, and ascorbic 
acid are of no practical use in the treatment of iron 
deficiency. In rare cases in which chronic gastrointesti- 
nal disease prevents absorption of orally administered 
iron, iron-dextran can be given intramuscularly. In 
other situations it is no more effective than iron salts 
given orally. Specific diagnosis is the keystone to suc- 
cessful and safe iron therapy. Chronic, toxic iron 
overload is a potential danger in any patient receiv- 
ing iron in the absence of a proper diagnosis. The 
danger of accidental, acute iron poisoning in small chil- 
dren must be appreciated by any family in which me- 
dicinal iron is to be used. 


TRIS WS S 


x-ray technology and that it should be a part of every 
radiologist’s and technician’s library. The authors have 
bent their energies toward simplification, but have not 
at the same time sacrificed accuracy. 

Chapter IV is one of the best in the book. This 
deals with rectification conversion factors, grids and 
conversion formulas, kilovoltage variations, and many 
other items which are so important in obtaining a satis- 
factory roentgenogram. 

The chapters on preventive maintenance and ethics 
are excellent and are treated much too lightly in other 
texts of this kind. Knowledge of how to care for x-ray 
equipment in a limited fashion will, as the authors put 
it, save the employer countless dollars. The chapter 
dealing with ethics is certainly refreshing, and its phil- 
osophy is badly needed in many x-ray departments. 

The chapters dealing with technics and positioning 
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are good, but not outstanding. All of the standard posi- 
tioning for basic training is contained therein. Further 
advancement in specialized technics comes only with 
experience and study. 

Epwarp P. SMALL, D.O. 


> INTRODUCTION TO ANESTHESIA. The Principles 
of Safe Practice. By Robert D. Dripps, M.D., Professor and 
Chairman, Department of Anesthesiology, Schools of Medicine, 
University of Pennsylvania; Anesthetist, Hospital of the Uni- 
versity of Pennsylvania, Philadelphia, Pennsylvania; James E. 
Eckenhoff, M.D., Professor of Anesthesiology, Schools of 
Medicine, University of Pennsylvania; Anesthetist, Hospital of 
the University of Pennsylvania, Philadelphia, Pennsylvania; 
and Leroy D. Vandam, M.D., Clinical Professor of Anesthesia, 
Harvard Medical School; Director of Anesthesia, Peter Bent 
Brigham Hospital, Boston, Massachusetts. Line drawings by 
Leroy D. Vandam, M.D. Cloth. Pp. 266, with illustrations. 
Price $4.75. W. B. Saunders Company, West Washington 
Square, Philadelphia 5, 1957. 


For several years this reviewer had been seriously 
thinking of writing a small manual concerning the safe 
practice of anesthesia ; with the publication of this vol- 
ume he has shelved the idea. 

In this book is embodied the thinking of the vari- 
ous men who have made up the teaching section of the 
department of anesthesia of the University of Pennsyl- 
vania. At the time your reviewer was attending the 
weekly resident teaching lectures, the department had a 
small loose-leaf manual which covered the basic teach- 
ing and practice of the department. This has been ex- 
panded into a book available to all interested in anes- 
thesia practice and philosophy. 

Specialized technics in anesthesia, such as induced 
hypotension, hypothermia, hypnosis, and specialized re- 
gional technics have been deliberately omitted, with the 
stress placed on safe basic principles. 

There are thirty-four chapters, each emphasizing 
important aspects of safety in anesthetic practice. The 
chapter dealing with the treatment of narcotic poisoning 
is physiologically sound and in tune with present day 
thought. 

An important statement is made concerning the 
teaching of anesthesia residents, namely, that he should 
be made fully aware of the many small mistakes which 
may bar the way to a more perfect technic; and that 
these mistakes are best caught in the formative period 
when habits become fixed and false notions perpetuated. 

This small volume is just about the ideal for the 
anesthesia resident and should be a part of the teaching 
library of every department of anesthesiology. 

A. A. D.O. 


> CLINICAL AND IMMUNOLOGIC ASPECTS OF 
FUNGOUS DISEASES. By J. Walter Wilson, M.D., Los An- 
geles, California; Clinical Professor of Medicine, Dermatology, 
University of Southern California; Member and Director, 
American Board of Dermatology; Fellow and Director of the 
Faculty in Mycology, American Academy of Dermatology; 
Past Chairman, Section on Dermatology of the American Medi- 
cal Association; Past Vice President of the Society of Investi- 
gative Dermatology; Fellow of the American Dermatologic 
Association; Consultant in Mycology and Dermatology, Long 
Beach Veterans Hospital; Chief of Dermatology Service, Chil- 
drens Hospital, Los Angeles, California; Attending Dermatolo- 
gist, Los Angeles County General Hospital, Orthopaedic Hospi- 
tal of Los Angeles. Cloth. Pp. 280. Price $6.75. Charles C 
Thomas, Publisher, 301-327 E. Lawrence Ave., Springfield, IIl., 
1957. 
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This text is another in the American Lecture Se. 
ries, and it ranks among the best. The manner of writ. 
ing leaves the feeling that the author is lecturing to 
you in person, in a manner which is readily comprehen- 
sible. There is the feeling of sharing his opinions and 
experiences in a matter-of-fact way, telling as much 
what not to expect as what to expect, and explaining 
the physiologic process wherever possible. 

Since the author comes from California, he is, of 
course, vitally interested in coccidioidomycosis. The 
first seven chapters cover this disease in detail. Of 
particular interest is a complete description of the char- 
acter and properties of coccidioidin as a testing mate- 
rial. The coverage of sporotrichosis is the best I have 
had the pleasure of reading. North American biastomy- 
cosis is one of the diseases which is rare, but one which 
may appear in any part of the country. This subject is 
thoroughly covered in a pleasant, yet extremely infor- 
mative manner. 

This text gives a complete clinical review of histo- 
plasmosis, a disease which is becoming relatively com- 
mon. The chapters devoted to dermatophytosis should 
be basic reading to physicians trying to understand that 
enigmatic relationship of fungi to the skin. On this 
confusing subject, the author gives light on what is 
known, on why there is such a vast field of the un- 
known, and why response to treatment is so poor. 

The need for a conservative approach to treatment 
appears more between the lines than in them, yet clin- 
ical application is explicit. The author’s discussion on 
“epidermal effluvial current” explains this effect as the 
growth outward of expendable tissues such as the hair 
and nails, the contention being that if the process of 
infection by fungi can be slowed to a rate less than the 
outward growth, the fungi will eventually be pushed out 
of the infected area. 

Last, but not least, the book contains a detailed 
bibliography. 

A high recommendation is given for the book to 
all physicians. 


A. P. Uxericn, D.O. 


® INFECTIOUS DISEASES OF CHILDREN. By Saul 
Krugman, M.D., New York N.Y., Associate Professor of Pedi- 
atrics, New York University College of Medicine; Visiting 
Pediatrician, Bellevue Hospital; Director, Communicable Dis- 
ease Unit, Bellevue Hospital Center; Attending Pediatrician, 
University Hospital; Formerly Assistant Visiting Physician, 
Willard Parker Hospital; and Robert Ward, M.D., Los An- 
geles, Calif., Professor and Head of the Department of Pedi- 
atrics, University of Southern California; Physician-in-Chief, 
Children’s Hospital, Los Angeles, California; Formerly Pro- 
fessor of Pediatrics, New York University College of Medi- 
cine, and Visiting Pediatrician, Bellevue Hospital, New York, 
N.Y. Cloth. Pp. 340, with illustrations. Price $10.00. The 
C. V. Mosby Company, 3207 Washington Boulevard, St. Louis 
3, 1958. 


Diagnosis and treatment of twenty-four childhood 
diseases and of the numerous infections caused by 
rickettsia, salmonella, shigella, and streptococcic, and 
staphylococcic organisms are discussed concisely in this 
text for physicians, pediatricians, and medical students 
who deal with children. 

Two points especially are stressed: the greater 
virulence of certain diseases in children than in adults, 
and the importance of early and accurate diagnosis. 
Despite advances in antimicrobial therapy, some bac- 
terial diseases have the same ominous outlook today as 
in the past if improperly diagnosed and treated. 

Procedures recommended in the final chapter on 
control of communicable diseases were developed by the 
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Director of the Bureau of Preventable Diseases of the 
New York Department of Health and have been used 
successfully since 1955 in Bellevue Hospital. 

The book is a practical clinical guide to symptoms 
and signs, recognition, and management of the sick 


child. 


>» THE PRACTICAL USE OF THE MICROSCOPE. In- 
cluding Photomicrography. By George Herbert Needham, M.S., 
F.R.M.S., Past President of the New York Microscopical So- 
ciety; Past President of the San Francisco Microscopical 
Society (Reorganized 1946) ; Lecturer in Microscopy and Pho- 
tomicrography, University of California Medical School, Uni- 
versity Extension, San Francisco, California; Consultant in 
Microscopy and Photomicrography. Cloth. Pp. 493, with illus- 
trations. Price $15.50. Charles C Thomas, Publisher, 301-327 
East Lawrence Avenue, Springfield, Illinois, 1958. 


The practical value of this thorough treatise on 
microscopy is reflected in its up-to-date chapter on col- 
or, infrared, and stereo photomicrography and in its 
nineteen additional features contained in no other such 
book. For the most part, these concern minute technical 
details that add to the accuracy of the microscopic ex- 
amination. 

Chapters are devoted to eleven types of microscope, 
to seven kinds of technical equipment, and to three 
means of illumination (by incident light and by the 
critical methods of Nelson and Kohler), followed by a 
chapter on light filters and cooling cells. Micrometry, 
mounting media, microprojection, and the previously 
mentioned discussion of photomicrography comprise 
the remaining chapters. The book closes with a glossary 
of microscopical terms and an appendix of natural 
sines, refractive indices, conversion factors and stand- 
ards, societies, journals, and books of interest to the 
microscopist, sources of specimens, and a critical analy- 
sis of equipment of various manufacturers. 

The author, from long experience with medical, 
industrial, and teaching microscopy, has presented his 
material from the simple to the more complex, which 
should make it most useful to both the beginner and 
the experienced worker. The outstanding illustrations 
were made by the author specifically to bear out visually 
the statements made in the text. 


> MIRROR TO PHYSIOLOGY. A Self-Survey of Physi- - 


ological Science. By R. W. Gerard, M.D., Ph.D., Sc.D., Pro- 
fessor of Neurophysiology in Psychiatry and Physiology, Mem- 
ber Mental Health Research Institute, University of Michigan, 
Ann Arbor. Cloth. Pp. 372, with illustrations. American Physi- 
ological Society, 9650 Wisconsin Avenue, Washington 14, D.C., 
1958. 


A study of the status of a profession by its own 
members is another “first” in the history of science. 
One of the basic purposes of the survey was to record 


- the effect on the science of physiology and its members 


of the greatly increased governmental support of scien- 
tific research. Another was to find both scientific and 
lay answers to the question “What is physiology ?” with 
a view to recommendation of the field as a satisfying 
and valuable career. 

It was found that, although the profession com- 
petes not always favorably with other sciences and in- 
dustry for personnel of high caliber, its members are 
for the most part satisfied with their autonomy, respect, 
and remuneration, despite the fact that salaries in teach- 


Vor. 58, Oct. 1958 


ing and academic research do not equal those paid in 
industry and other branches of science. It was also 
decided that physiology is basic to both medical and 
agricultural progress. Apparently the discipline re- 
quires improvement and stimulation, since a surprising- 
ly large number of laymen—even some newspaper re- 
porters and writers—were unaware of the true meaning 
of the science and prone to absorb the garden variety 
offered by radio and TV. Means are suggested for im- 
proving this scientific discipline which has as its ulti- 
mate problem discovery of the nature of life. 

Any dryness and unclear writing have been deleted 
by fine editing, making the book interesting leisure 
reading. 


®» REHABILITATION OF THE CARDIOVASCULAR 
PATIENT. By Paul Dudley White, M.D., Massachusetts Gen- 
eral Hospital, Boston; Howard A. Rusk, M.D., Professor and 
Chairman, Department of Physical Medicine and Rehabilita- 
tion, New York University-Bellevue Medical Center, New 
York; Philip R. Lee, M.D., Department of Internal Medicine, 
Palo Alto Clinic, Palo Alto, California; Bryan Williams, M.D., 
Clinical Instructor in Medicine, The University of Texas, 
Southwestern Medical School, Dallas. Cloth. Pp. 176, with il- 
lustrations. Price $7.00. McGraw-Hill Book Company, 330 
West 42nd Street, New York 36, 1958. 


Treatment of the subject of this small book—total 
rehabilitation of the patient after cardiovascular acci- 
dent—lifts it out of the specialty class and enlists the 
help of the general practitioner in the social, emotional, 
and vocational management of the patient. Included 
for the first time are simple details and photographs of 
the exercises by which rehabilitation is accomplished. 

A brief history of the development of rehabilita- 
tive treatment opens the book. It begins with a report 
of the peripatetic priests exemplified in ancient Greek 
writings and includes an expression of Sir William 
Osler’s belief in the power of the patient’s faith in 
what is suggested to him by his physician. 

The following types of heart and circulatory dis- 
orders are discussed in separate sections: cerebrovascu- 
lar, cardiac, rheumatic, congenital, coronary, and hy- 
pertensive. 

Since diseases of the heart and circulation affect 
fourteen million Americans, the importance of a book 
dedicated to returning the victim to the height of his 
capabilities is obvious in terms of both economics and 
personal happiness. 


> EPILEPSY HANDBOOK. By Frederic A. Gibbs, M.D., _ 


Professor of Neurology and Director of the Division of Elec- 
troencephalography, University of Illinois School of Medicine, 
Chicago, Illinois; and Frederick W. Stamps, M.D., Director of 
the Consultation Clinic for Epilepsy, University of Illinois 
School of Medicine, Chicago, Illinois. Cloth. Pp. 101, with 
illustrations. Price $4.75. Charles C Thomas, Publisher, 301-327 
East Lawrence Avenue, Springfield, Illinois, 1958. 


Starting with the cause of epilepsy as a temporary 
cerebral dysrhythmia, the author discusses its heredi- 
tary factor, its types, differential diagnosis of condi- 
tions resembling epilepsy, and symptomatic treatment 
by analeptics, antibiotics for persistent infection, psy- 
chiatry, surgery, and diet. Such treatment is stated to 
be effective in 80 per cent of cases. An appendix re- 
ports the successful use of ACTH in epileptic Belgian 
children. The author has confirmed the studies in his 
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clinic and finds the improvement to be maintained after 
discontinuance of medication. 


The final chapter contains some common-sense and 
optimistic counseling on the daily regimen recommend- 
ed for the epileptic patient. Diagnostic data and keto- 
genic diet are summarized in the back of the book for 
quick reference. 

The clear and simple language in which this small 
book is written should make the monograph useful to 
parents, teachers, social workers, and counselors, as 
well as to the physician treating epileptic patients. 


>» SURGERY IN INFANCY AND CHILDHOOD. A Hand- 
book for Medical Students and General Practitioners. By Mat- 
thew White, M.A., M.B., Ch.B., F.R.F.P.S. (Glas.), F.R.C.S. 
(Edin.) ; Consulting Surgeon, Royal Hospital for Sick Chil- 
dren, Glasgow; Lately, Barclay Lecturer in Orthopedics and 
Surgery in relation to Infancy and Childhood, University of 
Glasgow; Consulting Surgeon, East Park Home for Infirm 
Children; and Wallace M. Dennison, M.D., F.R.F.P.S. (Glas.), 
F.R.C.S. (Edin.), F.1.C.S.; Barclay Lecturer in Surgery in 
relation to Infancy and Childhood, University of Glasgow; 
Surgeon, Royal Hospital for Sick Children, Glasgow; Pediatric 
Surgeon, Royal Maternity and Women’s Hospital and Stobhill 
General Hospital, Glasgow. Cloth. Pp. 444, with illustrations. 
Price $9.50. E. & S. Livingstone Ltd., Edinburgh and London, 
1958. Exclusive U.S. agents, The Williams & Wilkins Company, 
Mount Royal and Guilford Avenues, Baltimore 2. 


This fine British text is drawn from the au- 
thor’s lectures and clinicopathologic demonstrations 
supplementary to senior year teaching in pediatric 
surgery at the Royal Hospital for Sick Children, 
Glasgow. 

Material is arranged according to the various 
areas, organs, and organ systems of the body, the 
ills that each is heir to, and indicated surgical 
treatment. 

The book is meant for the general practitioner 
and the senior medical student. It is not a reference 
work for the pediatric surgeon. Illustrations are 
profuse and excellent. 


> THE PRACTICE OF NUCLEAR MEDICINE. By Wil- 
liam H. Blahd, M.D., Chief, Radioisotope Service, Veterans 
Administration Center, Los Angeles, California; Assistant 
Clinical Professor of Medicine, School of Medicine and Medical 
Physics Physician, Radiological Safety Division, University of 


California at Los Angeles; Franz K. Bauer, M.D., Chief, Out- - 


patient Services, Los Angeles County Hospital; Associate Clin- 
ical Professor of Medicine and Coordinator of Radioisotope 
Research, University of Southern California School of Medi- 
cine; Associate Clinical Professor of Medicine, College of 
. Medical Evangelists School of Medicine; Attending Specialist 
—Radioisotope Service, Veterans Administration Center, Los 
Angeles, California; and Benedict Cassen, Ph.D., Chief, Medi- 
cal Physics Section, Atomic Energy Project and Clinical Pro- 
fessor of Biophysics, University of California at Los Angeles 
School of Medicine; Consultant in Radioisotopes—Radioisotope 
Service, Veterans Administration Center, Los Angeles, Cali- 
fornia. Cloth. Pp. 407, with illustrations. Price $12.50. Charles 
C Thomas, Publisher, 301-327 East Lawrence Avenue, Spring- 
field, Illinois, 1958. 


The nature, potentialities, limitations, and dangers 
of nuclear energy, with basic concepts and technics for 
the use of radioactive isotopes in clinical practice are 
set forth in readily understood terms. Use of the mate- 
rials in diagnosis and treatment is covered in chapters 
on localization of tumors, disease of the thyroid gland, 
and cardiovascular and hematologic disorders. 
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Part IV, dealing with laboratory and instrument 
specifications, will interest particularly the physician 
who contemplates incorporating nuclear medicine into 
his practice. 


> AIDS TO MEDICAL DIAGNOSIS. By G. E. Frederick 
Sutton, M.C., M.D. (Lond.), F.R.C.P., Consultant Physician 
United Bristol Hospitals; Consultant Physician to the Bristol 
Regional Hospital Board; Consultant Cardiologist to the Min- 
istry of Pensions; Teacher in Clinical Medicine, University of 
Bristol. Ed. 8. Cloth. Pp. 339, with illustrations. Price $3.50, 
Bailliére, Tindall and Cox, London, 1958. Exclusive U.S. agents, 
The Williams & Wilkins Company, Mount Royal and Guilford 
Avenues, Baltimore 2. 


The progress of medicine in the past 5 years 
has necessitated a thorough revision of the material 
in the eighth edition of this handbook of diagnosis, 


Paragraphs on actinomycosis, psittacosis, fuso- 
spirillal bronchitis, middle-lobe syndrome, and me- 
diastinitis have been added to the section on diseases 
of the lungs. Revision of the section on diseases of 
the heart affected particularly the substance of 
electrocardiography, bacterial endocarditis, aortic 
incompetence, myocarditis, and pericarditis. Every 
paragraph has been revised in the sections on the 
endocrine glands and diseases of the kidney. Addi- 
tions to this latter category include a table on 
hematuria and the new Inulin and Diodrast tests 
of renal function. 


Three of the author’s collaborators have made 
changes in other sections of the bock, involving 
modern biochemical methods for differentiating be- 
tween smallpox and chickenpox, a new section on 
headache, and another on fluid balance. 


>» ORTHOPEDIC DISEASES. Physiology, Pathology, Radi- 
ology. By Ernest Aegerter, M.D., Professor of Pathology and 
Director of the Department of Pathology, Temple University 
Medical Center and School of Medicine; Professor of Ortho- 
pedic Pathology, University of Pennsylvania Graduate School 
of Medicine; Chief in Pathology, Philadelphia General Hospi- 
tal; Consultant in Pathology, Frankford Hospital, United States 
Naval Hospital and Veterans Administration Hospitals, Phila- 
delphia; and John A. Kirkpatrick, Jr., M.D., Radiologist, St. 
Christopher’s Hospital for Children; Assistant Professor of 
Radiology, Temple University Medical Center; Radiologist, 
Children’s Heart Hospital; Attending (Radiology), Veterans 
Administration Hospital, Philadelphia. Cloth. Pp. 602, with 
illustrations. Price $12.50. W. B. Saunders Company, West 
Washington Square, Philadelphia 5, 1958. 


Morphology and physiology of the musculo- 
skeletal system, once obscured by inadequate means 
of investigation, have been made more accessible 
with such new tools as radioactive isotopes, histo- 
chemistry, x-ray diffraction, and electron micro- 
scopy. The authors have attempted a primary corre- 
lation of the newly available material into one 


volume for use by the busy physician who lacks - 


the time to search out the published papers on 
which the book is for the most part based. 

Three hundred and fifty-four photographs, 
roentgenograms, and drawings illustrate the fine 
text on the physiologic, pathologic, and roentgen- 
ologic signs of disturbance of bone and muscle. 
After reviewing normal anatomy and physiology, 
tissue histology, and bone radiology, the authors 
present three sections on the skeletal diseases, 
grouped according to their developmental, func- 
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tional, metabolic, circulatory, infectious, or tumor 
causation. 

They recommend their work to the clinician 
who desires to improve his diagnoses, to the radiol- 
ogist and pathologist confused by the more subtle 
nuances of which their improved equipment is 
capable, to the specialist preparing for his board 
examinations, and to the medical student. 


>» OPHTHALMIC PLASTIC SURGERY. By Sidney A. 
Fox, M.S. (Ophth.), M.D., F.A.C.S., Associate Clinical Profes- 
sor of Ophthalmology, New York University Post-Graduate 
Medical School; Chief, Eye Service, Bronx Veterans Adminis- 
tration Hospital, Goldwater Memorial Hospital, and Hospital 
for Joint Diseases; Assistant Surgeon Ophthalmologist, Belle- 
vue Hospital; Associate Attending in Ophthalmology, Univer- 
sity Hospital, New York City. Ed. 2. Cloth. Pp. 324, with il- 
lustrations. Price $15.00. Grune and Stratton, 381 Fourth 
Avenue, New York 16, 1958. 


The author has attempted to make his book one 
that can be understood almost through the illustra- 
tions alone, without lengthy textual explanations. 
How well he has succeeded in making this a useful 
surgical manual is attested by the appearance of a 
second edition within 6 years, incorporating changes 
that have come into practice since the first pub- 
lication. 

No attempt has been made to include all the 
variations of every procedure, or even all the ac- 
ceptable ones; the author has used only those 
technics which he has personally found to be most 
useful. The lack of encyclopedic coverage could 
hardly be called a fault under such circumstances. 
It is anticipated that the ophthalmic surgeon will 
find this new edition of even greater worth than 
its predecessor. 


>» THE CLINICAL PHYSIOLOGY OF PHYSICAL FIT- 
NESS AND REHABILITATION. By Ernst Jokl, M.D., 
Professor and Medical Director, Rehabilitation Center, Uni- 
versity of Kentucky. Cloth. Pp. 194, with illustrations. Price 
$8.50. Charles C Thomas, Publisher, 301-327 East Lawrence 
Avenue, Springfield, Illinois, 1958. 


Sir Charles Sherrington’s phrase, “the integrative 
action of the nervous system,” might well keynote 
this book. Indeed, since the book is dedicated to 
Sherrington’s memory and published on the hun- 
dredth anniversary of his birth, a large proportion 
of his influence would be expected to appear. How- 
ever, other “greats” are given place: biographical 
notes, portraits, and summaries of their teachings— 
among them Cohnheim, Duchenne, Jackson, Welch, 
Ehrlich, Starling, Bell, and Sigerist. There are sev- 
eral reproductions of title pages from classic works, 
and illustrations from historical literature related 
to rehabilitation. 

Other than the historical notes, case histories 
take up a large share of the book. There are numer- 
ous “success stories” of athletes and others who 
overcame congenital handicaps and injuries of va- 
rious kinds. The author’s prize-winning essay on 
clinical physiology is incorporated, as are notes 
concerning rehabilitation as practiced at the au- 
thor’s institution. 

As can be seen from this recounting of con- 
tents, there is much of interest within the book. 
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However, there are spots where it is confusingly 
written, particularly in the case histories. The gen- 
eral organization leaves much to be desired, making 
it difficult to use as a reference. The index partly 
compensates for this, provided one is enough aware 
of the contents of the book to know how to direct a 
search, but this would require a careful reading. It 
is definitely not a manual of practice, but its inter- 
est is great. and its advantages skould outweigh 
its faults. 


>» PHYSICAL DIAGNOSIS. By F. Dennette Adams, M.D., 
Physician, Board of Consultation, Massachusetts General Hos- 
pital; Consultant to The Surgeon General, U.S. Army; Con- 
sultant to Boston and Bedford, Mass., Veterans Administration 
Hospitals; formerly Assistant Clinical Professor of Medicine, 
Harvard Medical School. Ed. 14. Cloth. Pp. 926, with illus- 
trations. Price $12.00. The Williams & Wilkins Company, 
Mount Royal and Guilford Avenues, Baltimore 2, 1958. 


The fourteenth edition of this classic on diagnosis 
bears the name of F. D. Adams who began with the 
twelfth edition a complete rewrite, revision, and reor- 
ganization of the material. Now a product of Dr. 
Adams’ learning and experience, the book is still con- 
sidered a monument to the memory of Richard C. 
Cabot, its author through eleven editions. A biographi- 
cal sketch, listing Dr. Cabot’s four major contributions 
to medicine, is included. 

The present author begins his teaching task with 
thoroughness and simplicity on page 1: 

Disease manifests itself by abnormal sensations and events 

. and by changes in structure and function. . . . Symptoms, 
being subjective, must be described by the patient. Signs are 
objective, and these the physician discovers. . . . 

The book should continue to be an invaluable aid 

to both the medical student and the practicing physician. 


>» CLINICAL ORTHOPAEDICS. By Anthony F. DePal- 
ma, Editor-in-Chief, with the assistance of the Associate Edi- 
tors, The Board of Advisory Editors, The Board of Corre- 
sponding Editors. Number Eleven. Cloth. Pp. 257, with 
illustrations. Price $7.50. J. B. Lippincott Company, East 
Washington Square, Philadelphia 5, 1958. 


The eleventh number contains a section on ortho- 
pedic surgery in the aged, one on general orthopedics, 
and a collection of items concerning treatment of spe- 
cific difficulties, with recommended equipment, tests, 
and methods. Many articles are briefly summarized in 
Interlingua. 


® OPERATIVE SURGERY. Volume 7. Breast; Genito- 
Urinary System. Under the General Editorship of Charles Rob, 
M.C., M.CHIR., F.R.C.S., Professor of Surgery, St. Mary’s 
Hospital, London; and Rodney Smith, M.S., F.R.C.S., Surgeon, 
St. George’s Hospital, London. Cloth. Pp. 276, with illustra- 
tions. Price $19.50. F. A. Davis Company, Medical Publishers, 
1914-16 Cherry Street, Philadelphia 3, 1958. 


Seventeen surgeons have contributed to the sev- 
enth edition of this British series on operative surgery. 
The present volume covers such treatment of the breast 
and genitourinary system. Each operative procedure is 
discussed and illustrated step by step, through preop- 
erative care, indications and contraindications, anesthe- 
sia, incision and surgical treatment of choice, and post- 
operative care. Operations are listed in the index by 
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type, eponym, and body system involved, making for 
quick reference. 


> ESSENTIALS OF PEDIATRICS. By Philip C. Jeans, 
A.B., M.D., Late Professor of Pediatrics, State University of 
lowa, lowa City; F. Howell Wright, B.S., M.D., Professor of 
Pediatrics, University of Chicago; Florence G. Blake, R.N., 
M.A., Associate Professor of Nursing Education (Nursing 
Care of Children), University of Chicago. Ed. 6. Pp. 714, with 
illustrations. Price $6.00. J. B. Lippincott Company, East 
Washington Square, Philadelphia 5, 1958. 


The sixth edition of this text for pediatric nurses 
iaintains its authority in the field. Reorganization has 
brought up to date the five units into which the book is 
divided. Included are recent findings on the emotional 
overtones of disease, psychologic aspects of rehabilita- 
tion, and the importance of improved personal adjust- 
ment to our complex society. Throughout, the child is 
considered as a person as well as a patient. 


> DIAGNOSTIC LABORATORY HEMATOLOGY. By 
George E. Cartwright, M.D., Professor of Medicine, College of 
Medicine, University of Utah, Salt Lake City, Utah. Ed. 2. 
Cloth. Pp. 250, with illustrations. Price $6.75. Grune & Strat- 
ton, 381 Fourth Avenue, New York 16, 1958. 


Considering the expansion of methods for labora- 
tory blood studies, the author has increased both the 
number and extensiveness of procedures in this second 
edition. The result is larger amount and greater cost of 
necessary equipment, both of which were kept at a 
minimum in the first edition by selection of the most 
practical rather than the most specific or accurate meth- 
od. In the revised edition, tests requiring the photo- 
meter, a phase contrast microscope, and paper electro- 
phoresis have been added to those simpler and less cost- 
ly tests retained from the original edition. The sections 
on blood and urine pigments as they relate to hemo- 
globin have also been expanded with explanatory ma- 
terial. 

These additions should make the book more valua- 
ble to the student and practicing physician who conduct 
blood studies in laboratories and in the doctor’s office. 


> RADIATION PROTECTION. By Carl B. Braestrup, 
Director, Physics Laboratory, Francis Delafield Hospital; As- 
sociate, Department of Radiology, Columbia University, New 
York, New York; Member Executive Committee, National 
Committee on Radiation Protection and Measurements; and 
Harold O. Wyckoff, Chief, Radiation Physics Laboratory, Na- 
tional Bureau of Standards, Washington, D.C.; Secretary, In- 
ternational Commission on Radiological Units and Measure- 
ments. Cloth. Pp. 361, with illustrations. Price $10.50. Charles 
C Thomas, Publisher, 301-327 East Lawrence Avenue, Spring- 
field, Illinois, 1958. 


The growing proportion of the population exposed 
to increased intensity of ionizing radiation from medi- 
cal, industrial, and food sources has resulted in a public 
health problem of adequate protection against deleteri- 
ous after effects. The authors and contributors respon- 
sible for this book have undertaken the task of protect- 
ing man from both immediate and long-range hazards 
of irradiation by presenting to the profession a sum- 
mary of current knowledge in the field, heretofore pub- 
lished only in scattered reports. 
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The human threshold below which man is not 
damaged by radiation is not established. Nor is it pos. 
sible to stop all radiation completely. Furthermore, the 
cost of protection could, as is stated in the foreword 
price the use of radiation out of existence. Since, ac. 
cording to these facts, absolute safety cannot be as. 
sured without foregoing both radiation and profits, jt 
becomes a question of setting protective standards for 
the patient in accordance with scientific knowledge of 
the biologic and physiologic effects of radiation on man 
and the degree of risk that the radiologist is willing to 
accept. This fine balance involves the physician’s scrup- 
ulous attention to technical minutiae. 

The book is stated to be useful to medical and 
dental practitioners using radiation, to health officers 
entrusted with control of hazards, and to architects 
and hospital administrators planning to build radiation 
facilities. 


> MILESTONES IN MODERN SURGERY. By Alired 
Hurwitz, M.D., Professor of Surgery, State University of New 
York College of Medicine at New York City; Director of 
Surgery, Maimonides Hospital, New York; George A. Degen- 
shein, M.D., Assistant Attending Surgeon, Maimonides Hospi- 
tal; Associate Attending Surgeon, Coney Island Hospital, New 
York. Cloth. Pp. 520, with illustrations. Price $15.00. Paul B. 
Hoeber, (Medical Book Department of Harper & Brothers), 
49 East 33rd Street, New York 16, 1958. 


Classic papers covering the surgical problems of 
hemostasis, anesthesia, wound healing, and technics 
used for operation on various parts and systems of the 
body are reprinted in this book. The writing of each 
man—from Paré through Fleming, Kocher, Crile, Hal- 
sted, Billroth, and Graham to Carrel, Matas, and Dun- 
phy—represents a basic principle or method still in use. 
Editorial comments and a biographical sketch and pic- 
ture of the author preface each “milestone” article. 


It is an obvious advantage to have the definitive 
work of the great men of surgery collected in one vol- 
ume. Originally planned as a text to be used in the 
resident training program, the book should make both 
inspirational and practical reading for any surgeon. 


>» A PRIMER IN MEDICAL TECHNOLOGY. By Paul 
M. Kraemer, Department of Health and Hospitals, City and 
County of Denver, Colorado. Cloth. Pp. 338, with illustrations. 
Price $7.75. Charles C Thomas, Publisher, 301-327 East Law- 
rence Avenue, Springfield, Illinois, 1958. 


Laboratory technicians without the usual academic 
training should find these twenty lessons in medical 
technology most helpful. Student nurses should profit, 
as well, from the practical medical background of anat- 
omy, pathology, and physiology against which the ma- 
terial is presented. 

The author has written with commendable brevity 
on a subject usually scattered through many volumes 
or omitted from standard texts in his field, and he does 
not assume that the reader possesses a voluminous back- 
ground in the basic sciences. 

Although bacteriology, parasitology, and serology 
are not discussed, full treatment is given material con- 
cerning urinalysis and kidney function, hematology, 
blood chemistry, and the cerebrospinal fluid. The im- 
portance of error-free short cuts is emphasized, and a 
warning is sounded against the common mistakes pos- 
sible in laboratory work. 
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A CIBA Documentary Report 


How clinicians evaluate 
the safety and effectiveness 


of RITALIN’ 


as a psychic stimulant 


CONDITIONS TREATED 


RESULTS 


COMMENTS ON SAFETY 


Depression accompanying chronic 
illness and convalescence from 
short-term illness; mild depression 
induced by life pressures; over- 
tranquilization. 


“The drug gave a pla- 
teau type of stimulation, 
smooth onset, with no 
euphoria . . . The effect 
lasted about four hours, 
gave the patient a feeling 
of well-being .. .” 


“The side effects of Ritalin are 
minimal.” work showed that 
the drug had no effect on blood 
pressure, the blood count, urine 
or blood sugar, did not depress 
the appetite, and produced no 
tachycardia.”! 


Lethargy, fatigue and emotional 
depression secondary to chronic 
illness in elderly patients; mild 
depression secondary to short- 
term illness. (Twenty-three “nor- 
mal,” healthy people also received 
the drug.) 


“For the entire 112 pa- 
tients 66 per cent showed 
marked improvements 
[obvious drug effect and 
mood improvement] .. .” 


“No serious side reactions were 
noted ... In no case was it nec- 
essary to stop the drug. No evi- 
dence of significant effect upon 
blood pressure or pulse has been 
found. This is particularly inter- 
esting, since these side effects have 
been common with other mood 
elevating drugs. . 


Drug-induced psychophysiologic 
depression; physiologic after- 
effects of certain anesthetics; bar- 
biturate intoxication; moribund 
states due to systemic infection. 
(All patients were epileptic, 
mentally retarded and/or brain 
damaged.) 


“All except two [of 129] 
patients responded to the 
initial injection [of paren- 
teral Ritalin] within 114 
to 15 minutes.” 


“In no instance was there any 
evidence of untoward effects.” 
“. .. the very poor basic physical 
condition of our patients in this 
study, those associated with pro- 
found chronic brain damage, ac- 
centuates the safety of parenteral 
Ritalin . . 


DOSAGE: Oral: Dosage will depend upon indication 
and individual response. Many patients respond to 
10 mg. b.id. or t.id. Others will require 20-mg. 
doses. In a few cases, 5-mg. doses will be adequate. 
If inability to sleep is encountered, last dose should 
be given before 6 p.m. Parenteral: 10 to 30 mg., intra- 
venously or intramuscularly. RITALIN® hydrochlo- 
ride (methylphenidate hydrochloride CIBA) 


REFERENCES: 1. Natenshon, A. L.: Dis. Nerv. System 
17:392 (Dec.) 1956. 2. Landman, M. E., Preisig, R., and 
Perlman, M.: J. M. Soc. New Jersey 55:55 (Feb.) 1958. 
3. Carter, C. H., and Maley, M. C.: Dis. Nerv. System 
18:146 (April) 1957. 
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IN EMPHYSEMA, chronic bronchitis and other pulmonary disorders, Choledy] relieves broncho- 
spasm, directly stimulates the respiratory center, increases vital capacity. After two weeks on a 
Choledyl regimen, patients usually display a marked reduction in wheezing and coughing...their 
breathing becomes easier. An effective, well-tolerated, highly soluble salt of choline, Choledyl 
provides long-term protection...with practically no gastrointestinal irritation. 
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Brand of 
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ON 


When your patient exhibits mild 
depression complicated by 
tension, anxiety and irritability 


DEXAMYL* 


‘Dexedrine’ plus amobarbital 


tablets, elixir, Spansule* sustained release capsules 


*T.M. Reg. U.S. Pat. Off. 
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When your patient exhibits mild 
depression complicated by 
listlessness, lethargy and tiredness 


DEXEDRINE* 


dextro-amphetamine sulfate, S.K.F. 


tablets, elixir, Spansule* sustained release capsules 


Smith Kline & French Laboratories, Philadelphia 
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YOU can duplicate 
these results by using 


RIASOL 
FOR PSORIASIS 


It is an axiom of clinical research that all 


valid therapeutic results are reproducible. 


Many physicians have reported to us the same 
satisfactory results from the treatment of severe 
and obstinate cases of psoriasis with RIASOL*. 


Before Use of Riasol 


Itching is relieved immediately, the scales 


begin to disappear in a few days, the red skin 
patches gradually fade away, and recurrences are 


infrequent when the treatment is continued. 


RIASOL contains no steroids and adverse re- 


actions have not been reported. 


It is a scientifically formulated skin alterative 
containing mercury 0.45% (in chemical combi- 
nation with soaps), phenol 0.5% and cresol 
0.75%. Applied once daily, at night, by rubbing 
a thin film in gently after cleansing the skin. No 
bandages needed. 


Supplied in 4 and 8 fld. oz. bottles at phar- 
macies or direct. 


*T. M. Reg. U. S. Pat. Off. 


After Use of Riasol 


ONE TRIAL WILL CONVINCE YOU 
We shall be glad to send you professional litera- 
ture and a generous clinical trial package of 
RIASOL on request. Write to 


SHIELD LABORATORIES 


call 
Dept. JAOA-1058 12850 Mansfield Avenue Detroit 27, Michis* 
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protect, to restore, to assume 


Mutual Benefit Life’s Job: 


TRUE 
SECURITY 


FOR THE PHYSICIAN 
AND HIS FAMILY 


As a physician you know the impor- 
tance of taking proper measures now to 
protect your patients’ future. 

Similarly, Mutual Benefit Life is 
uniquely qualified to determine your 
present needs and to protect your 
future. More than a century of serving 
the medical profession has given us 
unusual insight into your particular 
requirements. 

That is why Mutual Benefit Life 
can offer you TRUE SECURITY, 
with an insurance program personally 
fitted to you. It is especially flexible to 
fit your lifetime earning curve, which 
probably starts later, rises rapidly, 
declines sharply without the cushion of 
company benefits. 

Enjoy TRUE SECURITY with the 
fullest, finest protection in the insur- 
ance field . . . now offered with the most 
liberal coverage in Mutual Benefit 
Life’s 113-year history and at a new 
low cost. 


MUTUAL BENEFIT 


E for rece seccerry 


THE MUTUAL BENEFIT LIFE INSURANCE COMPANY, NEWARK, NEW JERSEY 
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QUICK 


Lia 


QUALITY / RESEARCH / INTEGRITY 


provides dependable, fast, effective therapy 


dependable action 


because all patients show therapeutic 
blood concentrations of penicillin with 
recommended dosages. 


quick deployment 

of the bacteria-destroying antibiotic. 
Within five to fifteen minutes after ad- 
ministration, therapeutic concentrations 
appear in the general circulation. 
higher blood levels 

than with any other penicillin given 


LILLY AND COMPANY « 


INDIANAPOLIS 6, 


orally. Bactericidal concentrations are 
assured. Infections resolve rapidly. 


Dosage: 125 or 250 mg. three times daily. 


Supplied: Tablets, scored, of 125 and 250 
mg. (200,000 and 400,000 units). 


New V-Cillin K, Pediatric: In bottles 
of 40 and 80 cc. Each 5-cc. teaspoonful 
provides 125 mg. V-Cillin K. 

V-Cillin® K (penicillin V potassium, Lilly) 


INDIANA, 


U.S.A. 
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Conventions and 


meetings NOW... 


CONTROL VASCULAR 
AND NON-VASCULAR 


HEADACHE 


Announcements 


American Osteopathic Associa- 
tion, Sixty-Third Annual Conven- 
tion, Palmer House, Chicago, July 
13-17. Program Chairman, William 
Baldwin, Jr., 1901 Walnut St., 
Philadelphia 3. 


WIGRAINE® 


FOR VASCULAR HEADACHES 


Wigraine provides rapid and complete relief 
of symptoms of migraine and other vascular 
headaches with just two tablets (or one rectal 
suppository) taken at the first sign of an attack. 


Formula: Ergotamine tartrate, 1.0 mg.; caf- 
feine, 100.0 mg.; 1-belladonna alkaloids, 0.1 
mg.; acetophenetidin, 130.0 mg. Wigraine tab- 
lets in boxes of 20 and 100. Wigraine Rectal 
Suppositories in boxes of 12. 


MEDACHE 


American College of Osteopathic Obste- 
tricians and Gynecologists, annual meet- 
ing, Detroit, February 8-12. Secretary, 
Arthur A. Speir, Box 66, Merrill, 
Mich. 


American College of Osteopathic Pedi- 


atricians, annual meeting, Detroit, Feb- 
ruary 8-12. Secretary, Myron D. Jones, 
Osteopathic Hospital of Kansas City, 
926 E. 11th St., Kansas City 6, Mo. 


American College of Osteopathic Sur- 
geons, annual meeting, Statler Hotel, 
Boston, October 26-30. Executive Sec- 
retary, Mrs. E. F. Martin, Box 488, 
Coral Gables 34, Fla. 


American Osteopathic Academy of Or- 
thopedics, annual meeting, Statler Ho- 
tel, Boston, October 26-30. Secretary, 
J. Paul Leonard, 2673 W. Grand Blvd., 
Detroit 8, Mich. 


American Osteopathic College of Anes- 
thesiologists, annual meeting, Statler 
Hotel, Boston, October 26-30. Secre- 
tary, Crawford M. Esterline, Box 155, 
Kirksville, Mo. 


American Osteopathic College of Proctol- 
ogy, annual meeting, Muehlebach Hotel, 
Kansas City, Mo., April 15-17. Pro- 
gram Chairman, Joseph S. Lefler, 820 
Mentor Ave., Painesville, Ohio. Secre- 
tary, Eugene W. Egle, Lackland Clinic, 
2335 Brown Rd., St. Louis 14. 


American Osteopathic College of Radi- 
ology, annual meeting, Statler Hotel, 
Boston, October 26-30. Secretary, F. A. 
Turfler, Jr., South Bend Osteopathic 
Hospital, 2515 E. Jefferson Blvd., South 
Bend 15, Ind. 


American Osteopathic Hospital Associa- 
tion, annual meeting, Statler Hotel, 
Boston, October 26-30. Executive Sec- 
retary, Mr. R. P. Chapman, 4000 Brady 
St., Davenport, Iowa. 


Arizona, annual meeting, Valley Ho Ho- 
tel, Scottsdale, May 1-3. Executive 
Secretary, Russell Peterson, 2747 F. 
McDowell Rd., Phoenix 22. 
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FOR NON-VASCULAR HEADACHES 


Medache provides safe analgesic-calmative ac- 
tion for relief of pain, anxiety, and allergic 
manifestations of tension and other non-vascular 
headaches. 


Formula: Phenyltoloxamine dihydrogen citrate’ 
44.0 mg. (equiv. phenyltoloxamine, 25.0 mg.); 
salicylamide, 150.0 mg.; phenacetin, 150.0 mg.; 


caffeine, 32.0 mg. In bottles of 100 tablets. 


*U.S. Pat. No. 2,703,324 


Send for samples and complete descriptive 
literature. 


ORANGE, N. J. 


California, annual meeting, Hotel del 
Coronado, Coronado, May 9-13. Pro- 
gram Chairman, Elden B. Shields, 2640 
Pasadena Ave., Los Angeles 31. Exec- 
utive Secretary, Mr. Thomas C. Schu- 
macher, 4775 Santa Monica Blvd., Los 
Angeles 29. 


Eastern Osteopathic Association, annual 
meeting, Hilton Statler Hotel, New 
York City, April 4-5. Program Chair- 
man, Chester D. Losee, 212 Prospect 
St., Westfield, N.J. Secretary, Frank 
B. Tompkins, 309 Meyerhoff Bldg., 
Baltimore 1. 


Eastern States Osteopathic Society of 
Proctology, annual meeting, Hotel Du- 
Pont, Wilmington, Del., November 1-2. 
Program Chairman, Terrell FE. Cobb, 


1379 Narragansett Blvd., Cranston 3, 
R.I. Secretary, LeRoy W. Lovelidge, 
Jr., 201 E. Orange St., Lancaster, Pa. 


Hawaii, annual meeting, Hawaiian Vil- 
lage, Honolulu, October 17-18. Secre- 
tary, Joseph M. Thomas, 1541 S. Bere- 
tania St., Honolulu 14. 


Illinois, annual meeting, Pere Marquette 
Hotel, Peoria, April 24-26. Executive 
Secretary, Mr. D. O. Durkin, Room 
521, 53 W. Jackson Blvd., Chicago 4. 


Indiana, annual meeting, Van Orman Ho- 
tel, Ft. Wayne, May 17-19. Secretary, 
Arabelle Baker Wolf, 4840 N. Michi- 
gan Rd., Indianapolis 8. 


lowa, annual meeting, Hotel Savery, Des 
Moines, May 25-26. Program Chair- 
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FUTURE 


You recently received your personal copy of this 
new and highly informative brochure. Since that 
mailing we have received overwhelming requests 
for quantity orders. 


It is apparent that the profession has recognized 
the value of having this publication made available 
not only to their patients but also to... 


LEGISLATORS CIVIC LEADERS - BUSINESSMEN 
EDUCATORS YOUTH GROUPS - NEWSPAPERS 


- RADIO AND TV NEWS DEPARTMENTS 


In the planning and writing stage for more than a year, 
FOCUS is a carefully written and documented brochure. 
It should be part of your patients’ waiting rooms, 

and the property of all interested groups. 


Besides answering many questions you have been 
asked numerous times by patients and friends, FOCUS 
also familiarizes them with the development of the 


nate ane: profession’s colleges and their financial needs. 
$ .35 
5 copies ........ 1.85 Order now and take advantage of this money-saving 
10 copies ........ 3.45 plan. Since the first printing is exhausted, it is 
15 copies ........ 5.10 important that you order immediately so that the exact 
25 copies ........ 8.15 amount of the second printing can be determined. 
100 copies ........ 33.65 


FOCUS ON THE FUTURE 
7 American Osteopathic Association 
for quantity orders to: 212 East Ohio St. 


Chicago 11, Illinois 


Send requests and check 
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man, Alan M. Nelson, 331 Main St., Bel- 
mond. Secretary, Mr. Herman W. Wal- 
ter, 200 Walnut Bldg., Des Moines 9. 


Kentucky, annual meeting, Brown Hotel, 
Louisville, in June. Program Chair- 
man, Edmund H. Bouton, 210 W. Main 
St., Frankfort. Secretary, Martha Gar- 
nett, 2829 Brownsboro Rd., Louis- 
ville 6. 


Louisiana, annual meeting, Lake Charles, 
October 23-25. Secretary, V. L. Whar- 
ton, Box 511, Lake Charles. 


Maine, midyear meeting, Elmwood Hotel, 
Waterville, December 4-6. Program 
Chairman, Edward P. Crowell, 28 Com- 
mon St., Waterville. Annual meeting, 
Samoset Hotel, Rockland, June 25-27. 
Program Chairman, Dr. Crowell. Ex- 
ecutive Secretary, Mr. George R. Petty, 
Monmouth. 


Massachusetts, annual meeting, Somerset 
Hotel, Boston, January 17-18. Program 
Chairman, Vincent Nils Hammersten, 
111 Lincoln St., Newton Highlands 61. 
Executive Secretary, Mrs. Gladys M. 
Stockdale, 524 California St., Newton- 
ville 60. 


National Osteopathic Guild Association, 
annual meeting, A.O.A. Central Office, 
Chicago, November 14-15. Correspond- 
ing Secretary, Mrs. Robert Witta, Jr., 
335 Wynwood Rd., York, Pa. 


New Mexico, annual meeting, Santa Fe, 
April 8-11. Secretary, Lory Baker, 400 
N. Church St., Las Cruces. 


North Carolina, annual meeting, Battery 
Park Hotel, Asheville, October 23-25. 
Program Chairman-Secretary, S. Dales 
Foster, 710 Public Service Bldg., Ashe- 
ville. 


Northwest Osteopathic Convention, Eu- 
gene Hotel, Eugene, June 15-18. Pro- 
gram Chairman, Richard E. Reilly, 
4848 N. E. 102nd Ave., Portland 20. 


Ohio, refresher course, Netherland Hil- 
ton Hotel, Cincinnati, October 17-19. 
Program Chairman, Roger E. Bennett, 
1613 Gage Dr., Middletown. Annual 
meeting, Neil House, Columbus, May 
3-6. Program Chairman, Jack D. 
Hutchison, 117 W. Third Ave., Colum- 
bus 1. Executive Secretary, Mr. Wil- 
liam S. Konold, 53 W. Third Ave., 
Columbus 1. 


Oklahoma, annual meeting, Biltmore Ho- 
tel, Oklahoma City, November 4-6. 
Program Chairman, Joe W. Hanson, 
214 S. Broadway, Cleveland. Executive 
Secretary, Mr. Walter L. Gray, 210-12 
Braniff Bldg., Oklahoma City. 


Ontario, annual meeting, Hamilton, May 
4-6. Program Chairman, Arden L. 
Findlay, 548 Gilmour St., Peterbor- 
ough. Secretary, A. V. DeJardine, 205 
Yonge St., Toronto 1. 


Pennsylvania, annual meeting, Bellevue 
Stratford Hotel, Philadelphia, Novem- 
ber 13-15. Executive Secretary, Mr. 
George W. Thomas, 1941 Market St., 
Harrisburg. 


Vor. 58, Ocr. 1958 


High-concentration topical salicylate-menthol therapy 
(BEN-GAY) offers safe, penetrating relief of painful 
joints and muscles resulting from rtion. 


New, objective evidence: 


A double-blind study! has reaffirmed 
the exceptional efficacy and safety of 
conservative, local treatment of 
chronic rheumatic disorders with 
BEN-GAy® (BAUME BENGUE), a high- 
concentration salicylate-menthol 
compound. 


The local and systemic effects of 
BEN-Gay were evaluated by entirely 
objective methods in 211 subjects of 
both sexes suffering from various 
types of chronic arthritis, bursitis, 
neuralgia, myalgia and lumbago. 
Changes in range of joint motion 
were determined by goniometer and 
by flexion. Topical application of 
Ben-Gay measurably improved artic- 
ular function in 94% when physical 
therapy was also used, and in 61% 
without adjunctive treatment. Effi- 
cient absorption of salicylate through 
the skin was indicated by an average 
urinary excretion of 15 mg. in 24 
hours. No ill effects were reported 
or observed. 


Benefits of Topical Salicylate 


in chronic rheumatic disease 


Menthol-induced hyperemia plus high local concen- 
tration of salicylate has been recently rediscovered 
as one of the safest and most promptly effective 
remedies for rheumatoid discomfort due to exposure. 


This controlled study offers new evi- 
dence of the efficacy and safety of 
local treatment of chronic rheumatic 
disease with BEN-Gay, one of the 
safest and most reliable formulae at 
the physician’s disposal. BEN-Gay is 
available in two strengths, Regular and 
Children’s. THos. LEEMING & Co., INC., 
155 East 44th St., New York 17, N.Y. 
1Brusch, C.A., etal. : Md. State Med. J.; 5:36, 1956. 
| More efficient salicylate penetra- | 
tion of treated area and quicker 
| relief of pain is now made pos- I 
sible by water-washable, new | 
GREASELESS-STAINLESS BEN-GAY. | 


Rocky Mountain Osteopathic Conference, 


Broadmoor Hotel, Colorado Springs, 
Colo., November 14-16. Program Chair- 
man, A. Hollis Wolf, 304 Carlton 
Bldg., Colorado Springs. Secretary, C. 
Robert Starks, 1459 Ogden St., Den- 
ver 18. 


South Dakota, annual meeting, St. 


Charles Hotel, Pierre, May 3-4. Pro- 
gram Chairman, Carl C. Pascale, Box 
36, Centerville. Secretary, Earl W. 
Hewlett, 417 W. 27th St., Sioux Falls. 


Tennessee, annual meeting, Hotel Patten, 


Chattanooga, April 26-29. Secretary, J. 
M. Moore, Jr., 200 High St., Trenton. 


Virginia, annual meeting, Williamsburg 


Lodge and Inn, Williamsburg, May 
22-23. Program Chairman, John A. 
Cifala, 2778 N. Washington Blvd., Ar- 


lington. Secretary, Olis M. Wakefield, 
2022 Atlantic Ave., Virginia Beach. 


Washington, symposium, Washington 
Athletic Club, Seattle, December 6. 
Program Chairman, William E. Mer- 
rill, 3107 W. McGraw St., Seattle 99. 
Administrative Secretary, Mrs. Dorcas 
L. Sizer, 4010 Sixth Ave., Tacoma 6. 


West Virginia, midyear meeting, Green- 
brier Hotel, White Sulphur Springs, 
October 19-21. Executive Secretary, 
Mr. Gilbert D. Brooks, 313 Berman 
Bldg., Charleston. 


Wisconsin, annual meeting, Lake Lawn 
Hotel, Delavan, May 10-12. Program 
Chairman, Robert W. Johnson, 227 W. 
Lawrence St., Appleton. Secretary, 
V. L. Sharp, Butter Building, 1225 W. 
Mitchell St., Milwaukee 4. 
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1. Sphincter of 
Boyden 


2. Sphincter of Oddi 
in Spasm 


BILIARY STASIS 
constipation — nausea — dyspepsia 
flatulence and eructation 


The primary function of the Cholan preparations is to induce hydrocholeretic 
action. The active ingredient is the pure oxidized bile acid, dehydrocholic acid, 
Maltbie. The Cholans increase the volume of low viscosity bile flow to flush out 
the biliary tract. In addition, there is a suitable Cholan dosage form to provide 
symptomatic and physiologic relief of biliary stasis, spasm or emotional factors that 
cause or complicate digestive disturbance, hepato-biliary dysfunction, constipa- 
tion of biliary origin, cholecystitis, cholangitis, or postoperative treatment. 


Cholan DH® — hydrocholeretic 
action increases the flow and 
heightens the pressure of low 
viscosity bile for normal flush- 
ing of the biliary tract. In fact, 
Cholan DH will increase the 
volume of bile by 33% to 100%. 


Cholan V (hydrocholeretic- 
spasmolytic) — the volume and 
pressure of thin bile flow in 
the biliary tract is increased, 
and the V mg. of homatropine 
methylbromide relax the gall- 
bladder and biliary sphincters 
in severe and chronic spasm. 


Cholan HMB — a combination 
for the increased flow of thin 
bile, smooth muscle relaxation 
for the gallbladder and biliary 
sphincters, and mild sedation 
for patients with hepato-bili- 
ary dysfunction further com- 
plicated by emotional factors. 
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PCN-81 


Sphincter 
Muscles in 
Normal 

Relaxation 


With Cholan therapy, the distressing symptoms of constipation, nausea, 
dyspepsia, flatulence and eructation disappear. Normal digestive func- 


tion is quickly restored. 


Cholan DH®— dehydrocholic acid, Maltbie, 250 mg., a chemically pure oxidized bile 
acid. Dosage: 1 or 2 tablets t.i.d. after meals. Cholan V— dehydrocholic acid, Maltbie, 
250 mg., and 5 mg. homatropine methylbromide. Dosage: 1 or 2 tablets t.i.d. after 
meals. Cholan HMB — dehydrocholic acid, Maltbie, 250 mg., 2.5 mg. homatropine 
methylbromide, and 8 mg. phenobarbital. Dosage: 1 or 2 tablets t.id. after meals. 


Supplied: Bottles of 100, 500 and 1,000 tablets. 


For a trial supply write to Professional Service Department 


Ci Maltbie Laboratories Division * Wallace & Tiernan Inc. + Belleville 9, N. J. 


NORMAL BILIARY FUNCTION 


Cholan DH’ 
Cholan V 
Cholan HMB 
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¢ debilitated 

elderly 

diabetics 

¢ infants, especially prematures 
e those on corticoids 


e those who developed moniliasis on previous 
broad-spectrum therapy 


e those on prolonged and/or 
high antibiotic dosage 


* women—especially if pregnant or diabetic 


the best broad-spectrum antibiotic to use is 


Squibb Tetracycline Phosphate Complex (Sumycin) and Nystatin (Mycostatin) 


Sumycin plus Mycostatin 


for practical purposes, Mysteclin-V is sodium-free 


for “built-in” safety, Mysteclin-V combines: 


1. Tetracycline phosphate complex (Sumycin) for superior 
initial tetracycline blood levels, assuring fast transport of 
adequate tetracycline to the infection site. 


2. Mycostatin—the first safe antifungal antibiotic—for its 
specific antimonilial activity. Mycostatin protects 

many patients (see above) who are particularly prone to monilial 
complications when on broad-spectrum therapy. 


MYSTECLIN-V PREVENTS MONILIAL OVERGROWTH 


Capsules (250 mg./250,000 u.), bottles 
25 PATIENTS ON 25 PATIENTS ON 
and 100° Suspension TETRACYCLINE ALONE TETRACYCLINE PLUS MYCOSTATIN 
u.), 2 oz. bottles. Pediatric Drops (100 After seven days After seven days 
mg./100,000 u.), 10 ec. dropper bottles. Before therapy of therapy Before therapy of therapy 
SQUIBB Monilial overgrowth (rectal swab) © None @ Scanty @ Heavy 
Childs, A. J.: British M. J. 1:660 1956. 
“MYSTECLIN, *MYCOSTATIN’,@ AND *“SUMYCIN’ ARE SQUIBB 
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| | TRE A’ 
| INFECTIONS 


State and 
national boards 


ARIZONA 

Those interested in professional ex- 
aminations should contact Russell Peter- 
son, D.O., secretary, Osteopathic Board 
of Registration and Examination in Med- 
icine and Surgery, 2747 E. McDowell 
Rd., Phoenix. 

Basic science examinations December 
16 at the University of Arizona, Tucson. 
Applications must be filed 2 weeks prior 
to examinations. Address Mr. Herman 
E. Bateman, secretary, Basic Science 
Board, University of Arizona, Tucson. 


COLORADO 

Professional examinations in December 
at Denver. Address Mrs. Beulah H. 
Hudgens, executive secretary, Board of 
Medical Examiners, 715 Republic Bldg., 
Denver 2. 

Basic science examinations December 
3-4 at second floor lecture room, Y.M.C.A. 
Building, E. 16th Ave., and Lincoln St. 
Applications must be filed by November 
19. Address Esther B. Starks, D.O., 
secretary, Basic Science Board, 1459 Og- 
den St., Denver 18. 


DELAWARE 
Examinations January 13-15. Address 
Joseph S. McDaniel, M.D., secretary, 
Board of Medical Examiners, 229 S. 
State St., Dover. 


FLORIDA 

Professional examinations in |ecem- 
ber. Address Thomas F. Sheffer, 1).0., 
Board of Osteopathic Medical Examiners, 
Las Olas Hospital, 1516 E. Las Olas 
Blvd., Ft. Lauderdale. ‘ 

Basic science November 8. Address 
M. W. Emmel, D.V.M., secretary, Board 
of Examiners in the Basic Sciences, Box 
340, Gainesville. 

Beginning with the November examina- 
tion, applicants will be permitted to take 
the basic science examination only three 
times. Those who have taken it three 
times as of this date, will be granted 
one more opportunity to pass. Those who 
have failed twice also will be given one 
more opportunity. Those who have failed 
once will have two more opportunities. 

As of the November 8 examination, the 
validity of the certificate of proficiency 
in the basic sciences issued by the Board 
will be limited to 5 years. Recipients who 
do not take the examination of their re- 
spective licensing board within 5 years 
after receiving the certificate must repeat 
the basic science examination. 


IDAHO 
Examinations November 13 at Boise. 
Address Margaret Gilbert, Director, Oc- 
cupational License Bureau, Department 
of Law Enforcement, State House, Boise. 


ILLINOIS 
Examinations in January at Chicago. 


Vor. 58, Ocr. 1958 


THE BATTERY HANDLE 
WA No. 700 or 705 — Im- 
proved with PERMAFIT stain- 
less steel- beryllium copper 
connection and positive 
“OFF” lock on rheostat. 


THE OTOSCOPE 
WA No. 201 Overwhelming 
favorite — large diagnostic 
fens, brilliant illumination, 
trouble-free long life. 


THE OPHTHALMOSCOPE 
WA No. 121 — Bright new 
star of its field — simplified 
one hand control of aper- 
tures and lenses, distin- 
guished contemporary de- 
sign, unexcelled optical 


THE CASE 
WA No. 21—Molded, rein- 
forced plastic of incredible 
durability, soft rubber lin- 
ing to protect instruments, 
completely sterilizable. 


“The whole is equal to 
the sum of its parts” 


It’s just as true of a diagnostic 
set as it is in the Euclidean geom- 
etry that “the whole is equal to 
the sum of its parts.” Each com- 
ponent of a Welch Allyn oto- 
scope-ophthalmoscope set is a 
superb entity adding tothe worth 
of the complete set. 


Set No. 996-M 
$77.50 


SKANEATELES FALLS, NEW YORK 


Address Mr. Frederic B. Selcke, Super- 
intendent of Registration, Department of 
Registration and Education, State House, 
Springfield. 


IOWA 
Basic science examinations January 13 
at the Capitol Building, Des Moines. Ad- 
dress Elmer W. Hertel, Ph.D., secretary, 
Board of Basic Science Examiners, 
Wartburg College, Waverly. 


KANSAS 
Examinations during first 2 weeks in 
January. Address Francis J. Nash, M.D., 
secretary, Board of Healing Arts, New 
Brotherhood Bldg., Kansas City. 


MAINE 
Examinations November 11-12 at Au- 
gusta. Address George F. Noel, D.O., 


secretary, Board of Osteopathic Exami- 
nation and Registration, 20 Monument 
Square, Dover-Foxcroft. 


MARYLAND 
Examinations in October at Baltimore. 
Address Christopher L. Ginn, D.O., sec- 
retary, Board of Osteopathic Examiners, 
19 W. Mulberry St., Baltimore 1. 


MASSACHUSETTS 
Examinations January 13. Address 
Robert C. Cochrane, M.D., secretary, 
Board of Registration in Medicine, Room 
37, State House, Boston 33. 


MINNESOTA 
Basic science examinations January 6 
at University of Minnesota, Minneapolis. 
Address Raymond N. Bieter, M.D., sec- 
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DE EFFECTS 


witHouT ACTH S! 


+ ACTH SIDE EFFECTS 


WITHOUT 


Salimeph-C’ 


SALIMEPH.-C, specially developed for relief of the pain-spasm-pain 
cycle in musculo-skeletal disorders, exerts a powerful ACTH-like 
action without its undesirable side effects. 
SALIMEPH-C’s active ingredient, like ACTH, acts on the anterior 
pituitary and the adrenal cortex. Both exert antipyretic, anti- 
inflammatory, and anti-rheumatic effects. 


BUT HERE THE “KINSHIP” ENDS 
SALIMEPH-C produces no hypertension, no hirsutism, no edema, 
acne or psychotic reactions or other side effects common to ACTH 


and CORTISONE therapy. 


In the SALIMEPH-C formula the anti-rheumatic action of 
Salicylamide is coupled with the profound skeletal muscle relaxant, 
Mephenesin. Generous quantities of Ascorbic Acid replenish the 
Vitamin C lost during debilitating diseases and anti-rheumatic 


therapy. 


SALIMEPH-C rapidly relieves the pain which causes the spasm 
and relaxes the spasm which causes the pain in rheumatoid 
arthritis, myositis, torticollis, bursitis, low back pain, osteoarthritis, 


sprains and strains. 


*Trademark Kremers-Urban Company 


FORMULA: 

Each yellow, scored tablet contains: 
Salicylamide................ 250 mg. 
Mephenesin................ 250 mg. 
Ascorbic Acid.............. 30 mg. 


Prescribe with Confidence 
alfa KREMERS-URBAN CO. MILWAUKEE 1, WIS. 
Ethical Pharmaceuticals Since 1894 


retary, Board of Examiners in the Basic 
Sciences, 105 Millard Hall, University of 
Minnesota, Minneapolis 14. 


NEBRASKA 
Basic science examinations January 13- 
14. Address Mr. Husted K. Watson, Di- 
rector, Bureau of Examining Boards, 
Department of Health, State Capitol 
Bldg., Lincoln 9. 


NEVADA 

Professional examinations January 30- 
31 at 345 Cheney St., Reno. Applications 
must be filed 2 weeks prior to examina- 
tions. Address Walter J. Walker, D.O., 
secretary, Board of Osteopathic Exam- 
iners, 345 Cheney St., Reno. 

Basic science examinations January 6. 
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Address Donald G. Cooney, Ph.D., secre- 
tary, Board of Examiners in the Basic 
Sciences, Box 9005, University Station, 
Reno. 


NEW JERSEY 
Examinations October 21-24. Address 
Patrick H. Corrigan, M.D., acting secre- 
tary, Board of Medical Examiners, 28 
W. State St., Trenton 8. 


NEW MEXICO 
Basic science examinations October 19. 
Address Mrs. Marguerite Cantrell, secre- 
tary, Board of Examiners in the Basic 
Sciences, Box 1522, Santa Fe. 


NEW YORK 
Examinations December 2-5 at Albany, 


Buffalo, Syracuse, and New York City, 
Applications must be filed by November 
2. Address Dr. John W. Paige, Chief, 
Bureau of Professional Examinations and 
Registrations, 23 S. Pearl St., Albany. 


NORTH DAKOTA 
Examinations January 10 at Minot. Ad- 
dress John O. Thoreson, D.O., secretary, 
Board of Osteopathic Examiners, New 
Provident Life Bldg., Bismarck. 


OHIO 
Examinations December 16-18 at Co- 
lumbus. Address H. M. Platter, M.D., 
secretary, Medical Board, 21 W. Broad 
St., Columbus 15. 


OREGON 
Examinations in January at Portland. 
Address Mr. Howard I. Bobbitt, secre- 
tary, Board of Medical Examiners, 609 
Failing Bldg., Portland 4. 


RHODE ISLAND 

Professional examinations January 1-2 
at Providence. Address Mr. Thomas B. 
Casey, Administrator of Professiona! 
Regulation, 366 State Office Bldg., Provi- 
dence. 

Basic science examinations in Novem- 
ber at the State Office, Providence. Ap- 
plications must be filed 21 days prior to 
examinations. Address Mr. Casey. 


SOUTH CAROLINA 
Examinations November 18 at Colum- 
bia. Address Ernest A. Johnson, D.O., 
secretary, Board of Osteopathic Exam- 
iners, Bex 525, Summerville. 


SOUTH DAKOTA 
Basic science examinations December 
6-7 at the Medicine and Science Build- 
ing, Vermillion. Address Gregg M. Evans, 
Ph.D., secretary, Basic Science Board, 
310 E. 15th St., Yankton. 


TENNESSEE 
Basic science examinations given every 
3 months. Address O. W. Hyman, M.D., 
secretary, Board of Basic Science Exam- 
iners, 874 Union Ave., Memphis 3. 


TEXAS 

Examinations December 4-6 at Hilton 
Hotel, Fort Worth. Applications for reci- 
procity must be filed by November 4. 
Applications for examinations must be 
filed 10 days prior to examinations. Ad- 
dress M. H. Crabb, M.D., secretary, 
Board of Medical Examiners, 1714 Medi- 
cal Arts Bldg., Fort Worth 2. 


VERMONT 
Examinations in January at Montpelier. 
Address Charles D. Beale, D.O., secre- 
tary, Board of Osteopathic Examination 
and Registration, Mead Bldg., Rutland. 


WASHINGTON 
Professional examinations in January 
at University of Washington, Seattle. 
Address Mr. Edward C. Dohm, secretary, 
Professional Division, Department of Li- 
censes, Olympia. 
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new 


POLARAMINE 


dextro-chlorpheniramine maleate 


REPETABS 


daylong or nightlong relief 


ASSURE UNEXCELLED ANTIHISTAMINIC PROTECTION 
one REPETAB in the morning - one REPETAB in the evening 


POLARAMINE REPETABS, 6 mg., bottles of 100 and 1000. 
Tablets, 2 mg., bottles of 100 and 1000. 


SCHERING CORPORATION +: BLOOMFIELD, NEW JERSEY 
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“The pills 

the doctor gave me 
built me up fast. 
They were 
a lifesaver.””* 

Clinical investigators 
report 

benefits and safety of 


® 
hydrochloride 
in (methylphenidate 
hydrochloride CIBA) 
see page > 
*75-year-old carpenter 


treated for postcoronary depression. 
(Personal communication) 


C IBA summin.y. 


2/2596MB 


QUICK 
RELIEF 
From 


Surface Pain 
and Itching 


AEROSOL 


Quick Topical Anesthetic for Office Use 


Published clinical reports show nothing re- 
lieves surface pain and itching like Ameri- 
caine . . . because only Americaine contains 
20% dissolved benzocaine, Americaine relieves 
fast, sustains relief from 2 to 6 hours. In Oint- 
ment or handy Aerosol Spray for office use. 
Write for details. 


ALSO FOR: 


Burns 

Abrasions 
Hemorrhoids 
Post-Episiotomies 
Dermatoses 

Also Available 


Americaine Topical 
Anesthetic Ointment 


ARNAR-STONE LABORATORIES, INC. 
Mount Prospect, Illinois 
in Canada: Brent Laboratories Ltd., Toronto 
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Basic science examinations in January 
at University of Washington, Seattle. 
Address Mr. Dohm. 


WEST VIRGINIA 
Examinations and processing of appli- 
cations for reciprocity October 20-21 at 
Greenbrier Hotel, White Sulphur Springs. 
Address Donald C. Newell, D.O., secre- 
tary-treasurer, Board of Osteopathy, Box 
611, Oak Hill. 


WISCONSIN 

Professional examinations January 13- 
14 at Madison. Address Thomas W. 
Tormey, Jr., M.D., secretary, Board of 
Medical Examiners, State Office Bldg., 1 
W. Wilson St., Madison. 

Basic science examinations December 
6 at Marquette University School of 
Medicine Auditorium, Milwaukee. Ap- 
plications must be filed by November 28. 
Address Mr. W. H. Barber, secretary, 
Board of Examiners in the Basic Sci- 
ences, Ripon College, Ripon. 


Reregistration 
of osteopathic licenses 


October 31—Pennsylvania, $5. Address 
Mrs. Katherine M. Wollet, secretary, Bu- 
reau of Professional Licensing, Box 911, 
Harrisburg. 


By November 1—Rhode Island, $1. Ad- 
dress Mr. Thomas B. Casey, Administra- 
tor of Professional Regulation, 366 State 
Office Bldg., Providence. 


December 1—District of Columbia, $4. 
Address Daniel Leo Finucane, M.D., sec- 
retary, Commission on Licensure, 1740 
Massachusetts Ave., N.W., Washington 
6, BC. 


December 1—Georgia, $3. Address Mr. 
C. L. Clifton, joint secretary, State Ex- 
amining Boards, State Capitol, Atlanta. 


December 1—Oregon, resident, $15; 
nonresident inactive, $5. Address Mr. 
Howard I. Bobbitt, secretary, Board of 
Medical Examiners, 609 Failing Bldg., 
Portland 4. 


December 31—Tennessee, $5. Address 
M. E. Coy, D.O., secretary, Board of 
Examination and Registration for Osteo- 
pathic Physicians, 1226 Highland, Jack- 
son. 


Prior to January 1—Arizona, nct more 
than $10. Address Russell Peterson, D.O., 
secretary, Osteopathic Board of Registra- 
tion and Examination in Medicine and 
Surgery, 2747 E. McDowell Rd., Phoe- 
nix 22. 


January 1—California, $17 for resi- 
dents and nonresidents. Address Glen D. 
Cayler, D.O., secretary, Board of Osteo- 
pathic Examiners, 1013 Forum Bldg, 
Sacramento 14. 


January 1—Florida, $10. Address Thom- 
as F. Sheffer, D.O., secretary, Board of 
Osteopathic Medical Examiners, Las Olas 
Hospital, 1516 E. Las Olas Blvd., Ft. 
Lauderdale. 


January 1—Maine, $4. Address George 
F. Noel, D.O., secretary, Board of Os- 
teopathic Examination and Registration, 
20 Monument Square, Dover-Foxcroft. 


January 1—Manitoba, $5. Address W. 
Kurth, D.O., secretary, Board of Osteo- 
pathic Physicians, 248 Moorgate Blvd., 
St. James, Winnipeg 12. 


January 1—New York, $6, biennially. 
A physician receiving a license the see- 
ond year of any biennial registration pe- 
riod pays a fee of $3 for a certificate 
expiring December 31 of such second 
year. Address Dr. John W. Paige, Chief, 
Bureau of Professional Examinations 
and Registrations, 23 S. Pearl St., Al- 
bany 7. 


January 1—Ontario, $35. Address D. 
Gordon Campbell, D.O., secretary, Board 
of Directors of Osteopathy, 2 Bloor St., 
E., Toronto 5. 


January 1—Saskatchewan, $30. Ad- 
dress Anna E. Northup-Little, D.O., 2228 
Albert St., Regina. 


January 1—Texas, $5. Address M. H. 
Crabb, M.D., secretary, Board of Medi- 
cal Examiners, 1714 Medical Arts Bldg., 
Fort Worth 2. 


January 1—Utah, $3. Address Wilford 
G. Hale, D.O., secretary, Osteopathic Ex- 
amining Board, 506 W. Second St., Lo- 
gan. 


January—Alberta. No reregistration. 
Pay $10 a year membership in the Col- 
lege of Physicians and Surgeons, Al- 
berta, in January. 


During January—Connecticut, $2. Ad- 
dress Frank Poglitsch, D.O., secretary, 
Osteopathic Examining Board, 300 Main 
St., New Britain. 


During January—Minnesota, $2. Ad- 
dress Wallace F. Kreighbaum, D.O., sec- 
retary, Board of Osteopathic Examiners, 
2748 Hennepin Ave., Minneapolis 8. 


During January—Wisconsin, $3. Ad- 
dress Thomas W. Tormey, Jr., M.D., 
secretary, Board of Medical Examiners, 
State Office Bldg, 1 W. Wilson St., 
Madison. 


Examination 
by National Board 


The National Board of Examiners for 
Osteopathic Physicians and Surgeons 
conducts Parts I and II of its examina- 
tion on the first Thursday and Friday of 
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daylong or nightlong relief 


The allergic patient who starts the day with one 6 mg. 
PoLARAMINE REPETAB enjoys continuous symptomatic relief all day. 
Nighttime — Another REPETAB keeps the patient 

symptom-free to enjoy uninterrupted sleep. 


PoLARAMINE REPETABS for unexcelled antihistaminic protection 


You and your allergic patients can depend on 


around the clock...at doses lower than other antihistamines. 


POLARAMINE REPETABS 6 mg., bottles of 100 and 1000. 


Tablets, 2 mg., bottles of 100 and 1000. 


SCHERING CORPORATION * BLOOMFIELD, NEW JERSEY 
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NEW 6th (1958) EDITION 


Boyd—Pathology for the Physician 


By WILLIAM BOYD 


M.D., Dipl. Psychiat., M.R.C.P. (Edin), Hon. F.R.C.P. (Edin), F.R.C.P. (Lond.), F.R.C.S. (Can.), F.R.S. (Can.), 
LL.D.(Sask.), (Queens), D.Sc.(Man.), M.D.(Oslo). 
Professor Emeritus of Pathology, The University of Toronto; Visiting Professor of Pathology, 


The University of Alabama; Formerly Professor of Pathology, The University of 
Manitoba and the University of British Columbia 


Formerly published as Pathology of Internal Dis- 
eases, this internationally acknowledged work is, in 
effect, a new book rather than a new edition. The 
new title conforms more closely to the subject of 
the text, which presents pathology as a sum total 
of its parts. In some instances almost as much space 
is devoted to disturbed function as to disordered 
structure. Consequently, the book may be regarded 
as a work on pathological physiology in relation to 
symptoms, as much as one on morbid anatomy. 


New 6th Edition. 900 Pages, 7x10". 


Washington Square 


489 Illustrations and 12 Plates in Color. 


LEA & FEBIGER 


Dr. Boyd presents pathology as ihe study of disease 
in its basic aspects, not merely the gross and micro- 
scopic changes seen after death. This edition con- 
tains three new chapters: Diseases of Joints; Dis- 
eases of Muscles; and The Physiology and Pathol- 
ogy of the Internal Environment. Other chapters 
consider diseases of the heart, arteries, kidneys, 
respiratory system, stomach and duodenum, intes- 
tines, liver and gallbladder, pancreas, the pituitary 
body, adrenals, thyroid, parathyroids, blood, spleen, 
bones, lymph nodes and thymus gland, etc. 


$17.50 


Philadelphia 6, Pa. 


ETHER-VAPOR, 
SUCTION UNIT 


Complete 


$109.75 


Our "Southwind" Anesthesia Unit 
comes to you complete—ready to use. 
There is nothing else to buy. Light- 
weight, portable. 


The 1/6 H.P. motor* and 4-blade 
rotary pump provide all the pressure 
and suction you'll ever need. Regu- 
lators, Gauges, Muffler, Filter, Auto- 
matic Oiler, Safety Trap, Ether Tube, 
Suction Tube and Rubber Tubing are 
all included. Motor and pump guar- 
anteed for three years. For 115 V., 
A.C. 60 cy. only. Other currents 
slightly higher. 


The "Southwind" is an_ exclusive 
Wocher product. You won't find a 
comparable unit anywhere else. The 
pump only, without suction and ether 
bottles and tubes, but with regu- 
lators, gauges, filter, oiler, etc., is 


available at $79.50. 
*Not explosion-proof 


609 College Street, 
Cincinnati 2, Ohio 


9 Branches in Dayton, Columbus 
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CLISTIN Carbinoxamine Maleate—that well-accepted, 
potent antihistamine. Relieves coughs of the common cold and 
coughs of allergic or non-allergic upper 


respiratory conditions. 


Clistin Expectorant—samples on request 


Philadelphia 32, Pa. 


Clistin Expectorant is the only cough product containing 


McNEIL LABORATORIES, INC. 
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of pregnancy 


motion sickness + inner-ear disturbances 


pleasant-tasting Softab* 
melts quickly in the mouth— 2 
no water needed 
attacks basic causes centrally 
and peripherally 
contains both antiemetic 
ii and antispasmodic > 
longer acting—lower in cost. 


Each Softab contains: 
Buclizine Hydrochloride. . 50 mg. 
Vitamin 10 mg. 


"Scopolamine (Hyoscine) 4 
"Atropine Sulfate .......0.05 mg. 
Hyoscyamine Sulfate ...0.05 mg. 
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each May and December at the six ap- 
proved colleges. Application blanks may 
be obtained from the secretary or the 
dean of the college, and the completed 
application blank, together with a pass- 
port photograph and check for the parts 
to be taken must be in the secretary’s 
office by the November 1 or April 1 pre- 
ceding the examination. 

Examinations in Part I consist of anat- 
omy, including histology and embryology ; 
physiology ; physiological chemistry ; gen- 
eral pathology; and bacteriology, includ- 
ing parasitology and immunology. 

Part II consists of examinations in 
surgery, including applied anatomy, sur- 
gical pathology, and surgical specialties ; 
neurology and psychiatry; public health, 
including hygiene, medical jurisprudence ; 
osteopathic principles, therapeutics, in- 
cluding pharmacology and materia medica. 

Part III is an oral and practical ex- 
amination given under the supervision of 
a chief examiner who is a member of the 
Board and by a panel of associate exam- 
iners. Subjects covered in Part III are: 
anatomy; physiology; pathology; osteo- 
pathic principles; therapeutics and phar- 
macology; surgery, ophthalmology and 
otorhinolaryngology ; obstetrics and gyne- 
cology; physical and clinical diagnosis; 
public health and communicable diseases. 

These are oral examinations which the 
candidate may take after having satisfac- 
torily completed the first 6 months of a 1 
year internship in a hospital approved by 
the American Osteopathic Association for 
intern training. Part III is given annual- 
ly at the Philadelphia, Kirksville, and Los 
Angeles colleges. 

Eligibility requirements are as follows: 
Part I, satisfactory completion of the 
first 2 years in an approved school of 
osteopathy; Part II, satisfactory comple- 
tion of Part I and of the first two quar- 
ters or trimesters of the senior year in an 
approved osteopathic college; Part ITI, 
satisfactory completion of Part II and at 
least 6 months of a 1-year internship ap- 
proved by the American Osteopathic As- 
sociation. The internship requirement does 
not apply to candidates who took Part I 
prior to July, 1950. 

Applications must be filed with the sec- 
retary of the Board not less than 30 days 
prior to the examination dates. Address 
Paul van B. Allen, D.O., secretary, 1512 
N. Delaware Street, Indianapolis 2. 


Specialty 
board examinations 


ANESTHESIOLOGY 


Examinations October 25-26 at Buston. 
Applications must be filed before the 
April 1 prior to the examination date. 
Address Mrs. E. F. Martin, corresponding 
secretary, American Osteopathic Board 
of Anesthesiology, Box 488, Coral Gables 
34, Fla. 
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biliary stasis foster stone formation. 


Thomas, 1955, p. 643. 


AN AMES CLINIQUICK 


CLINICAL BRIEFS FOR MODERN PRACTICE 


is there a correlation 
between pregnancy and gallstones? 


Yes. Late pregnancy, the postpartum pe iod and multiparity are often complicated 
by gallstones, even in slim, young women. Delayed gallbladder emptying and 


crystallizes out in the gallbladder as pure cholesterol calculi. 
Source —Sherlock, S.: Diseases of the Liver and Biliary System, Springfield, Ill., Charles C 


Biliary cholesterol, increased in pregnancy, 


Gallstones In Young Pregnant Women - Data from 100 Consecutive Cholecystectomies* 


1 pregnancy 2 pregnancies 3 or more 


23 Women— Ages 221030 | 


6 | 4 


*Sparkman, R. S.: Ann. Surg. 145:813, 1957. 


one tablet t.i.d. 
DECHOLIN with Belladonna 


protects your pregnant patients 


curbs functional G.I. distress 


AMES COMPANY, 


NEUROLOGY AND PSYCHIATRY 

Clinical examinations April 12-13, oral 
tests December 13-14. Applications must 
be filed before the April 1 prior to the 
examination date. Address Floyd E. 
Dunn, D.O., secretary, American Osteo- 
pathic Board of Neurology and Psychia- 
try, Osteopathic Hospital of Kansas City, 
926 E. 11th St., Kansas City 6, Mo. 


OBSTETRICS AND GYNECOLOGY 


Examinations in February, at Detroit. 
Applications must be filed before the 
April 1 prior to the examination date. 
Address Jacquelin Bryson, D.O., secre- 
tary, American Osteopathic Board of Ob- 
stetrics and Gynecology, 3300 E. 17th 
Ave., Denver 6. 


* copious, free-flowing bile prevents biliary stasis... 
promotes natural laxation without catharsis 
+ Hydrocholeresis plus spasmolysis combats biliary dyskinesia... 


Each tablet of DECHOLIN/ Belladonna contains DECHOLIN (dehydrocholic acid, AMES) 
3% grains (0.25 Gm.) and extract of belladonna % grain (0.01 Gm.) equivalent to tinc- 
ture of belladonna, 7 minims. Bottles of 100 and 1,000. 


Ames Company of Canada, Ltd., Toronto 


INC + ELKHART, INDIANA 


RADIOLOGY 

Examinations October 24-25 at Boston. 
Applications must be filed before the 
April 1 prior to the examination date. 
Address D. W. Hendrickson, D.O., sec- 
retary, American Osteopathic Board of 
Radiology, 3429 E. Douglas Ave., Wich- 
ita 8, Kans. 


SURGERY 

Examinations October 25-26 at Boston. 
Applications for examination in specialty 
fields of surgery, gynecological surgery, 
neurosurgery, orthopedic surgery, periph- 
eral vascular surgery, must be filed prior 
to April 1. Address Mrs. E. F. Martin, 
corresponding secretary, American Osteo- 
pathic Board of Surgery, Box 488, Coral 
Gables 34, Fla. 
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Glycine 450 mg., Magnesium Oxide 60 mg. 


BepHan Spacetab, chewed morning and evening. 
Each contains: Bellafoline® 0.5 mg., Aluminum hydroxide + 


Icer-pain syndrome, heartburn of pregnancy, etc. 


Day-long/night-long protection with convenient dosage: just one 


gastritis, u 


Bernie BepHan‘ says, 


*T.M. Applied for 


Be pHan Spacetabs® for fast and sustained antispasmodic-antacid action— stops heartburn, 


SANDOZ 


The influenza 
epidemic of 1957-58* 


An outbreak of influenza which appar- 
ently had its origin in China in February 
of 1957 soon spread to practically every 
country in the world. Sporadic cases be- 
gan to appear in the United States that 
June, and by early August community- 
wide outbreaks were being reported. Dur- 


*Reprinted from Statistical Bulletin, Metro- 
politan Life Insurance Company, July 1958. 
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ing the last four months of 1957 an esti- 
mated 20 million people in our country 
were attacked by the disease. 

To throw additional light on the course 
and characteristics of the epidemic, the 
Metropolitan Life Insurance Company 
has made a special study of the mortality 
ascribed to influenza among its policy- 
holders in the period from the beginning 
of September 1957 to the end of April 
1958. The number of deaths from influ- 
enza among the Company’s policyholders 
in the United States rose rapidly during 
October, reaching a peak about the 
fourth week of that month. This level 
was maintained for approximately four 
weeks; after mid-November, however, 
the number of deaths dropped sharply. 


Influenza mortality rose again in January 
of 1958 and remained at a_ plateau 
through early spring. Although this sec- 
ond rise was moderate, the death rate 
from the disease during the first four 
months of 1958 was considerably higher 
than that for the corresponding period of 
1957. Among the Company’s policyhold- 
ers in Canada the peak of the outbreak, 
as in the United States, came last Oc- 
tober, but the epidemic was of much 
shorter duration. 


The intensity and course of the epi- 
demic in the United States varied with 
geographic area and age of the victims. 
The outbreak was much more explosive 
and reached an earlier peak in the north- 
ern part of the country than in the South 
or West. Among children and young 
adults the highest incidence occurred in 
the earlier weeks of the epidemic, where- 
as among middle-aged and older people 
the outbreak reached its peak appreciably 
later and subsided more slowly. Thus, at 
ages under 45 the mortality from influ- 
enza in the last four months of 1957 was 
more than 4 times that in the first four 
months of 1958, while at ages 45 and 
over the ratio was about 2% to 1. 

The duration of illness in fatal cases 
tended to be very short—usually less than 
one week—a review of a sample of the 
death claim records indicated. The tend- 
ency was particularly marked in younger 
persons and during the early weeks of 
the epidemic. Only occasionally was there 
a history of prolonged illness, and such 
cases were mainly among middle-aged 
and older victims with a serious chronic 
disease. 

During the epidemic period, as in nor- 
mal times, the mortality from influenza 
was largely concentrated among the very 
young and the aged. Males recorded a 
higher death rate than females at every 
age period. The disparity was greatest 
in middle and later life, where the rates 
for white males were from twice to more 
than 3 times those for white females. 

Inasmuch as influenza by itself is 
fatal in relativély few cases, it is not 
surprising that complicating conditions 
were reported in a large majority of 
deaths ascribed to influenza during the 
epidemic period. Pneumonia and other 
respiratory diseases were very often re- 
ported as contributory causes. Meningitis 
and other diseases of the nervous system 
were complicating conditions in a sizable 
number of cases, primarily among young- 
er persons. 

A large proportion of the deaths from 
influenza in this study occurred among 
people who had pre-existing chronic dis- 
orders. According to a sample of the 
death claim records, particularly vulner- 
able were middle-aged and old people 
with chronic heart disease, which in 
many cases was specifically identified as 
coronary disease. Rheumatic heart dis- 
ease was also reported with appreciable 
frequency as a pre-existing condition. 
Similarly, a considerable number of 
deaths ascribed to influenza occurred 
among people with diabetes, cancer, or 
chronic pulmonary disease. Further evi- 
dence of the significance of chronic dis- 
ease in the fatal outcome of influenza 
during the epidemic is found in the fre- 
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Simultaneous relief The dual action of Miltown in neuromus- EFFECTIVE IN 
of muscular tension cular disorders ‘calms patients made LOW BACK PAIN 
and anxiety with chronically irritable by pain, thereby FIBROSITIS 

increasing their physical comfort... It 


ANXIETY AND TENSION 


therapeutic results was found to be the best muscle relax- MUSCLE STRAINS 
ant available to date for use in these MYOSITIS 
conditions.””* LEG CRAMPS 
OF PREGNANCY 


Miltown is notably safe. It does not 
disturb autonomic balance, and does not RHEUMATIC CONDITIONS 
impair mental efficiency or physical TENSION HEADACHES 


performance. CEREBRAL PALSY 


*Eisenberg, S. H. and Neviaser, J. S.: The use of meprobamate 
in the treatment of skeletal muscle spasm. Ann. New York Acad. 
Sc. 67:853, May 9,1957. 
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The throbbing pain of a sprain, the 
incapacitating ache of an arthritic 
joint, or the muscle tenseness 


associated with a sore throat—a single application 


of NUMOTIZINE will provide comfort 
for a period up to 12 hours. 


WARM 
RELAXING COMFORT 
IN LOCALIZED 


PAINFUL CONDITIONS 


Acting as a warm, moist dressing, NUMOTIZINE produces 


soothing hyperemia and analgesia in both traumatic 


and inflammatory congestive conditions, 


NUMOTIZINE is simple to apply, requiring na heating of the area, no frequent 
change of dressings. As a topical application, it avoids the gastric irritation of oral 


analgesic medication. It is compatible with systemic medication. 


NUMOTIZINE’ 
| PRESCRIPTION CATAPLASM 
Supplied: 4, 8, 15 and 30 oz. jars f 


HOBART LABORATORIES, Incorporated 


CHICAGO 170, ILLINOIS, U.S.A 


quency with which influenza was reported 
as a contributory cause of death. In 
three fourths of such deaths the cardio- 
vascular-renal diseases were reported as 
the primary cause. 

The influenza epidemic of 1957-58 has 
had a notable impact on the total mor- 
tality rate. Among the Company’s Indus- 
trial policyholders, the death rate from 
all causes combined in the last quarter 
of 1957 was 16 percent above that in the 
corresponding period of the preceding 
year. Less than one fourth of this rise, 
however, was accounted for by the in- 
crease in mortality from pneumonia and 
influenza. The major factor was the up- 
swing in mortality from the cardiovascu- 
lar-renal diseases, which was 17 percent 
higher in the fourth quarter of 1957 than 
in the like period of 1956. For the entire 
period from October 1957-April 1958, the 
total death rate was up 12 percent from 
the corresponding rate of the year be- 
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fore; for the cardiovascular-renal dis- 
eases alone the rise was 10 percent. 

It is not possible to forecast with any 
degree of accuracy whether influenza 
will again attain epidemic proportions in 
the fall and winter ahead. The disease is 
prevalent in some measure every year, 
but it is exceptional for widespread out- 
breaks to occur in successive years. More- 
over, the strain or type of influenza virus 
prevalent in successive years is subject 
to variation. This constitutes a major 
problem in the control of the disease by 
vaccines. It appears likely that the con- 
trol of epidemics will eventually be 
achieved, but it will be necessary to de- 
velop vaccines which will protect against 
different strains, some of which may be 
new or appear only at long intervals. 
Effective results would then depend very 
largely upon early identification of the 
strain, early availability of the vaccine, 
and its widespread use. 


Some 
epidemiological 
aspects of 
cervical cancer* 


Raymond F. Kaiser, M.D., 
and Alexander G. Gilliam, M.D.+ 


Epidemiology is concerned with study 
of disease in human populations. In com- 
mon with other medical sciences, its ob- 
jective is to determine the factors related 
to or governing disease occurrence. Un- 
like other medical sciences, however, its 
universe of study is the human popula- 
tion or segments of it. Through observa- 
tions of human experience it attempts to 
determine the characteristics of those 
people who develop disease, and of those 
who escape it. This, in turn, involves the 
measurement of risk to disease in groups 
of people with different characteristics. 

Epidemiological methods of measuring 
risk to cancer, and other presumably non- 
infectious processes, have for the most 
part been borrowed directly from tech- 
niques of proved usefulness in commu- 
nicable disease study. To a large extent 
these techniques have been dependent up- 
on the stage of development of other 
disciplines of medical science. For exam- 
ple, it required relatively simple observa- 
tions in human experience prior to the 
hirth of the science of bacteriology to 
demonstrate beyond reasonable doubt that 
diphtheria was communicable. An under- 
standing of important aspects of its nat- 
ural history, however, had to await the 
development of simple and inexpensive 
laboratory tests which would detect those 
persons infected but not sick and would 
evaluate the relative immunity status of 
the population. 

In cancer, observations in human expe- 
rience were directly responsible for the 
beginning of what has developed into an 
enormous amount and variety of experi- 
mental research. The first experimental 
cancers were produced by painting tar on 
rabbits’ ears, an undertaking prompted by 
the observation in humans that risk to 
cancer of the scrotum appeared to be ex- 
cessive in chimney sweeps. Until the de- 
velopment of the Papanicolaou vaginal 
cytology test,’* however, laboratory re- 
search had provided no tools for the 
epidemiologist to use in extending our 
present relatively crude descriptive tpide- 
miology of cancer. While it is true that 
cervical biopsies were introduced as long 
ago as 1878 by Ruge and Veit,’ it is, to 
say the least, impracticable to attempt 


*Reprinted from Public Health Reports, April 
1958. 

+Dr. Kaiser and Dr. Gilliam are both with 
the National Cancer Institute, Public Health 
Service, serving as chief and assistant chief, 
respectively, of the Field Investigations and 
Demonstrations Branch. 
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cervical biopsies on large numbers of ap- 
parently well women. Though the Papan- 
jcolaou test does not satisfy all of the 
requirements desired by the epidemiolo- 
gist, it is the first simple, acceptable lab- 
oratory test which can be applied to large 
numbers of well women and will select 
for further diagnostic evaluation most of 
those with cervical cancer. 

Before this test could be used effective- 
ly in general epidemiological studies, a 
number of questions had to be answered. 
Could it be effectively applied in general 
population groups of apparently well 
women? What were its limits of spe- 
cificity and sensitivity in such groups? 
What were the practical logistical prob- 
lems? What was the cost in money, 
equipment, and _ personnel? Although 
some of these and other questions have 
been answered with regard to use of the 
test as a diagnostic adjunct in clinic and 
office practice, the only answer to its 
practicality in general epidemiological 
study, or as a cancer control measure, 
lay in an attempt to use it on a commu- 
nitywide basis. Recognition of this fact 
led to such a study in Memphis and Shel- 
by County, Tenn. The study was insti- 
tuted in July 1952 as a joint endeavor of 
the University of Tennessee, the National 
Cancer Institute of the Public Health 
Service, and a host of other individuals 
and agencies. 

Many important facts have already 
emerged from this study.* Sufficient pre- 


liminary data are now available for ex- 
amining other facets. It is the intent of 
this presentation to provide a brief back- 
ground of the disease itself and some 
descriptive facts and apparent facts of 
the epidemiology of cervical cancer. 


THE DISEASE ITSELF 


Carcinomas of the uterus may be 
classed in three groups: epidermoid, or 
squamous cell, carcinoma of the cervix, 
endometrial adenocarcinoma of the cor- 
pus, and adenocarcinoma of the cervix.’ 
Epidermoid carcinoma of the cervix and 
adenocarcinoma of the corpus appear to 
be quite distinct entities in histological 
structure, clinical behavior, and selective 
factors associated with their occurrence. 
Adenocarcinomas of the cervix are less 
clearly differentiated from the other two 
groups because of the difficulty in deter- 
mining the precise point of origin of 
some adenocarcinomas of the lower part 
of the uterus. 

The relative frequency of the 3 types 
of uterine carcinoma varies considerably 
from one reported series of cases to an- 
other, but broadly speaking cervical car- 
cinoma is 3 or 4 times as common as 
endometrial, and cervical epidermoid car- 
cinoma is at least 10 times as common 
as cervical adenocarcinoma.’ 

At least some, and conceivably a large 
part, of the differences in relative fre- 
quencies of fundal and cervical carcinoma, 
as reported in different series of cases, is 


due to the different composition of each 
series with respect to age, race, marital 
status, and other selective factors asso- 
ciated with the occurrence of the two 
diseases. Most published series do not 
provide the data on such characteristics, 
which are necessary to make adequate 
appraisal of the large differences in re- 
corded relative frequency. 

Most epidermoid carcinomas of the cer- 
vix arise directly from the stratified epi- 
thelium of the external os or the portio 
vaginalis. Occasionally the origin may be 
from metaplastic stratified epithelium 
formed within the cervical canal or 
glands, or in an endocervical polyp. The 
development of the disease in the cervix 
is not dependent on the presence of the 
body of the uterus since it occurs after 
subtotal hysterectomy performed for oth- 
er uterine disease. While occasional speci- 
mens of early cervical carcinoma afford 
evidence that the growth has arisen, not 
from a single minute focus, but from a 
considerable field of epithelium, no clear 
instances of genuine multicentric origin 
have been described.” 

In addition to frankly invasive malig- 
nant lesions of the cervix, histological 
lesions have been described since 1910 
which fulfill all criteria of malignancy 
except invasion.’ As a result of his work 
with the colposcope, Hinselmann, as quot- 
ed by Traut and Benson," described in 
1924 four classes of lesions of abnormal 
cervical epithelia from dysplasia through 
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For patients over 40, The G POINT (point of declination in life) can be postponed! 
Properly balanced Androgen — Estrogen — nutritional therapy may prevent pre- 
mature eging and damage of gonadal decline and nutritional inadequacy. 
Complaints of symptoms such as muscular pain, fatigue, irritability, and poor ap- 
petite in the patient over 40 may be the first indications of three major stress 
factors in the aging process: (1) Gonadal Hormonal Imbalance, (2) Nutritional In- 
adequacy and (3) Emotional Instability. GERITAG is especially formulated to guard 
against premature damage and to delay the degenerative process. 

Rx GERITAG in preventive geriatrics. Also available as injectable. 


Each Magenta Soft Gelatin Capsule contains: 


2 mg. 
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anaplasia, and intraepithelial cancer to in- 
vasive cancer. The term carcinoma-in-situ 
was applied to the most definitive of these 
patterns of abnormal epithelium in 1932.* 
Since then, this lesion has been variously 
labeled surface carcinoma, intraepithelial 
carcinoma, intramucosal cancer, and car- 
cinoma-in-situ. It is now generally agreed 
that it may be preinvasive cervical cancer 
or an early stage of cervical carcinoma. 
However, there is considerable controver- 
sy as to the significance of other epi- 
thelial changes, such as dysplasia, hyper- 
plasia, and anaplasia, and their possible 
relationship to invasive carcinoma. 

Since 1932, much literature has ap- 
peared concerning the minimum histologi- 
cal criteria necessary for diagnosis of 
carcinoma-in-situ, as has data on its fre- 
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quency, incidence, and its significance. Its 
relation to invasive cancer is inferred be- 
cause of its histological appearance’ and, 
according to Schottlaender and Ker- 
mauner, because of its occurrence at the 
periphery of infiltrating lesions. The re- 
lationship is also inferred because of its 
demonstrated presence prior to the de- 
velopment of some invasive cancers,’” 
and its detection at an earlier average age 
than usually observed for invasive cancers 
at this site.*® The determination of the 
relationships of the carcinoma-in-situ le- 
sion to classical cervical carcinoma is of 
paramount importance. To accomplish 
this, questions primarily epidemiological 
in nature must be answered. 

Some of the more fundamental ques- 
tions involved in this relationship are: 


1. Do all invasive cervical cancers be- 
gin as intraepithelial lesions? If not, 
what percentage do? 

2. Do intraepithelial lesions invariably 
progress to invasiveness? What percent- 
age do? 

3. What is the time required for an 
intraepithelial lesion to progress to inva- 
siveness ? 

4. Do some intraepithelial lesions re- 
gress and disappear? How often does this 
occur ? 

5. Is it possible for an intraepithelial 
lesion to remain noninvasive indefinitely? 

6. What are the age-specific incidence 
and prevalence rates of carcinoma-in-situ 
and invasive carcinoma? Are there race- 
specific variations in such rates? 

Whether or not all invasive cancers of 
the cervix pass through the in-situ stage, 
and whether this intraepithelial lesion is 
reversible or always progresses to inva- 
siveness, is not known at the present 
time. Its recognition, however, besides in- 
troducing problems regarding treatment,” 
has opened new avenues for study of the 
essential pathogenesis of cervical cancer.” 

A large, part of the attention now de- 
voted to intraepithelial lesions of the cer- 
vix may be attributed to the extensive 
use of the cytological technique of Papan- 
icolaou. By means of this test definitive 
diagnostic procedures may be directed to 
those women who are considered most 
likely to harbor invasive cancer.‘ In ad- 
dition, the test leads to the histological 
diagnosis of many intraepithelial lesions 
which otherwise would have remained 
undetected. 

Clinically, the onset of carcinoma of 
the cervix is generally characterized by 
an absence of alarming symptoms. Those 
which would lead to its early discovery 
may give no concern to the patient during 
menstrual life. As a result, it frequently 
progresses into a moderately advanced 
disease before discovery, and early carci- 
nomas of the cervix (stage I) make up 
only about 10 percent of the cases seen in 
many clinics.” In addition, stage for 
stage, carcinoma of the cervix carries a 
much poorer prognosis than cancer of the 
body of the uterus. 

The League of Nations’ clinical classifi- 
cation of these cancers, adopted first in 
1929 and modified in 1937 and in 1950, 
divides the disease into five stages. Stage 
0 is reserved for carcinoma-in-situ and 
the remaining four stages are reserved 
for progressively extensive stages of the 
invasive disease. Patients treated in stage 
0 should respond with uniform cure. Ac- 
cording to Heyman,” survivorship there- 
after becomes progressively worse as 
treatment is instituted in advanced stages 
of the disease; there is about 60 percent 
recovery for stage I and 8 percent re- 
covery for stage IV. Results from treat- 
ment in different clinics vary considerably, 
but factors responsible for such variation 
cannot be fully assessed. It is clearly 
evident, however, that the stage of dis- 
ease at the time treatment starts is of 
paramount importance in cure. This fact 
emphasizes the necessity for obtaining a 
full understanding of the quantitative re- 
lationship of carcinoma-in-situ to invasive 
cancer of the cervix. 
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‘Thorazine’ can control the agitated, belligerent senile 
and help the patient to live a composed and useful life. 


When ‘Thorazine’ is administered to the agitated senile, there is a marked decrease in 
his nerve-racking outbursts of hostility, irritability, abusiveness, incessant talking and 
“day-and-night” pacing or restlessness. 

On ‘Thorazine’ therapy, the patient often forms more regular eating and sleeping 


habits and improves in his personal hygiene. As the patient becomes more tractable 
and cooperative, he is able to live a composed and useful life. 


THORAZINE* 


chlorpromazine, S.K.F. 


one of the fundamental drugs in medicine 


Smith Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. 
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the unique nitrofurans eliminate 


Products of 
Eaton Research 


pathogens 


CASE REPORT: STAPHYLOCOCCAL OSTEOMYELITIS 


Severe compound fracture of right foot led toa 
large, open ulcerated wound on the sole, with 
tarsal bones exposed and necrotic. Despite ex- 
tensive debridement, removal of necrotic bone 
and attempted closure with a pedicle flap, the 
wound faiied to heal and developed considerable 
purulent drainage. 


Culture of pus revealed Staphylococcus aureus, 
resistant to all antibiotics tested, but sensitive 
to FuRACIN. Daily irrigation was instituted, em- 
ploying 1 part of FURACIN Solution to 4 parts 
normal saline. Depths of the wound were reached 
with a long #20 needle on a 20 cc. syringe. 


Purulent drainage decreased considerably with- 
in a few days, stopped completely after 2 weeks 
of irrigation with FURACIN Solution. The open 
space beneath the pedicle flap gradually filled 
with healthy granulation tissue, and 6 weeks 
after institution of FURACIN treatment, healing 
was complete. 


In clinical use for more than 12 years and today the most widely pre- 
| scribed single topical antibacterial, FURACIN—like other nitrofurans— 
remains effective against pathogens which have developed, or are 

prone to develop, resistance to antibiotics. 


FURACIN’ 


brand of nitrofurazone 


Available as Soluble Dressing, Soluble Powder, 
or Solution. Also in Vaginal and Urethral Sup- 
positories and in special formulations for eye, 
ear and nose. 


EATON LABORATORIES, NORWICH, NEW YORK 


EXTENT OF UTERINE CANCER 
PROBLEM 

With the exception of the single year 
1914, deaths in the United States attrib- 
uted to cancer of the uterus were grouped 
with cancers of all female genital organs 
until 1930, when the fourth edition of the 
International List of Causes of Death 
came into use. Since then, uterine cancer 
deaths have been tabulated annually by 
age and race.”" Analysis of these data 
shows a consistent decline in the age ad- 
justed death rates for uterine cancer 
among white women since 1914 and 
among the nonwhite since 1930 (unpub- 
lished data, A.G.G.). 

Death data for cancer of the cervix 
were first listed separately in 1939, but 
were not subdivided by age and race un- 
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til 1949. Such data are of little practical 
value, however, in assessing the forces 
of mortality from cervical cancer, since 
such a high proportion of all uterine 
cancer deaths are unspecified as to the 
portion of the uterus affected. In 1949, 43 
percent and in 1955, 34 percent of all 
uterine cancer deaths were unspecified as 
to origin in the uterus. It is therefore 
not possible to determine whether or not 
cancer of the cervix and cancer of the 
corpus have participated equally in the 
decline in mortality attributed to cancer 
of the uterus as a whole. 

During 1955, 15,170 deaths were attrib- 
uted to cancer of the uterus in the United 
States.” Among white women the crude 
death rate was 17.0 per 100,000 popula- 
tion. This rate was exceeded by only 


those for cancer of the breast (27.2 per 
100,000) and cancer of the large intestine 
(17.5 per 100,000). Among nonwhite 
women more deaths were attributed to 
cancer of the uterus than to any other 
type of cancer, the crude death rate 
being 28.7 per 100,000 population. For 
hoth races combined, deaths from cancer 
of the uterus were exceeded by only can- 
cer of the breast. According to unpub- 
lished data (A.G.G.), on the basis of 
rates for deaths from all causes recorded 
in 1955, 1.8 percent of white and 3.0 per- 
cent of nonwhite women would be ex- 
pected to die eventually of cancer of the 
uterus. 

Of those deaths for which the part of 
the uterus first affected was recorded on 
the death certificate, there were, in 1955, 
17 times as many cervical as corpus can- 
cer deaths among the nonwhite and 7 
times more cervical cancers among the 
white. As pointed out, however, there 
was a_ substantial number of deaths 
among both races with unspecified origin 
of the disease in the uterus. In the un- 
likely event that all of those unspecified 
had arisen in the corpus, deaths due to 
cancers of the cervix would still pre- 
dominate in both races, and the cervix- 
corpus ratio would still be greater in 
the nonwhite than in the white. 

During this period of decline in mor- 
tality, the incidence of the disease has 
been increasing in at least one State. In 
New York, between 1942 and 1953, the 
cervical cancer incidence rate increased 7 
percent, and cancer of the corpus, 21 per- 
cent.” In Connecticut, on the other hand, 
the incidence of cervical cancer decreased 
8 percent while corpus cancer increased 
22 percent between 1935 and 1951.” 

Based on reports from New York 
State, during 1949-1951, the lifetime prob- 
ability of developing cervical cancer was 
22 per 100 women, and cancer of the 
corpus, 1.5 per 100 women, or a total of 
3.7 per 100 women for all uterine cancer.” 


AGE SELECTION 


The tendency of cancer of the cervix 
to occur earlier in life than cancer of the 
hody of the uterus was well known at 
least as early as 1900. In Williams’ se- 
ries the maximum frequency was in the 
age group 35 to 45, as compared with 
the mode in the age group 50 to 60 for 
cancer of the corpus.” While cases in 
persons under 20 years of age are un- 
common, a few histologically diagnosed 
cases have been described in such per- 
sons,”"** the youngest being an infant of 
7 months with a cervical adenocarcino- 
ma.” In 1955, out of 8,804 deaths at- 
tributed to cancer of the cervix in the 
United States, 3 were under 5 years of 
age and 5 under 20. 

Perhaps the most reliable data on age 
incidence of the disease are those from 
Denmark and Sweden. These data reflect 
the annual probability that women of 
various ages will develop or be diagnosed 
as having the disease. In Denmark, for 
the years 1942-44, the incidence rates for 
cancer of the cervix rose sharply from 
age 25 to a peak of about 70 per 100,000 
in the age group 45-49, and declined fairly 
regularly thereafter.” In Sweden a simi- 
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ONE TABLET CONTAINS: 
5000 USP Units 
1000 USP Units 
60 mg. 
2 mg. 
2 mg. 
1 mg. 
5 meg. 
Calcium Pantothenate 3 mg. 


Niacinamide 10 mg. 
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Please write for physician’s tasting samples. 
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Continuing progress in American medicine depends 
on how well today’s young physicians are fitted for 
the challenging tasks that lie ahead. Every possi- 
ble means of developing their skills and knowledge 
must be pursued. 

In support of this position, Mead Johnson & Com- 
pany is making available to osteopathic physicians 
six $1,000 Annual Awards for full time fellowship 
training in fields of special interest. 

In 1959, four fellowship grants will be given in 
general practice, one in pediatrics, and one in ob- 


stetries and gynecology. Fellowship training is to be 


THE AMERICAN OSTEOPATHIC ASSOCIATION 


for graduate training made available through the cooperation of 


MEAD JOHNSON & COMPANY 


taken in an osteopathie college or college-affiliated 
hospital. 

Grants are available to osteopathic graduates of 
the past four years. Application forms may be se- 
cured from the American Osteopathic Association, 
212 East Ohio Street, Chicago 11. Completed appli- 
cations must be returned by May 1, 1959. 

The American Osteopathic Association administers 
the program through its Committee on Mead John- 
son Grants. As with all its Fellowship Awards, the 
role of Mead Johnson & Company is limited solely 


to the provision of funds. 
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lar age selection is evident though the 
rates, age for age, are lower than ob- 
served in Denmark, and the peak of in- 
cidence occurs about 5 years later in life.” 
The Swedish data also show a regular 
increase in incidence at all ages between 
the calendar years 1925 and 1945, an in- 
crease more marked than that observed 
in New York State. 

In contrast with the type of age selec- 
tion prevalent in Denmark and in Sweden, 
risk of the disease in Connecticut in- 
creases fairly regularly with age, and 
instead of declining after 45 or 50 con- 
tinues to increase, reaching a peak in 
women 85 and over.” A similar type of 
age curve is observed among white women 
in Shelby County, Tenn., but not among 
the nonwhite.” In New York State the 
age selection is somewhat different from 
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that observed in either Denmark or Mem- 
phis.” These regional differences in age 
selection are sufficiently great to warrant 
the suspicion that they are not artifacts, 
but no ready explanation is available for 
them. Further, in each locality, fairly dis- 
tinct differences exist between the age 
selection of cancer of the cervix and of 
cancer of the body of the uterus. The 
consistently different age selection of 
cancer in the two parts of the uterus is 
one reason for suspecting that they repre- 
sent two disease entities. 


RACE SELECTION 


With the exception of limited morbidity 
data, and fairly extensive mortality fig- 
ures for the white and nonwhite popula- 
tion of the United States, most of the 
evidence of racial selection of cervical 


cancer is derived from relative frequency 
data. Relative frequencies on some occa- 
sions faithfully reflect absolute variations 
in risk, but on other occasions they do 
not. In any case, there is probably no 
other type of cancer in which racial se- 
lectivity of the disease, as suggested by 
relative frequency evidence, offers such 
intriguing possibilities of better under- 
standing its genesis. 

On the basis of relative frequency fig- 
ures, Williams claimed in 1900 that 
American Negresses were less prone to 
uterine cancer than white women.” That 
the reverse is true is now amply demon- 
strated not only by mortality figures for 
a long period of time but by morbidity 
rates collected in special surveys.” 
Many doubt that the clearly excessive 
risk among the nonwhite women in the 
United States is due to actual racial sus- 
ceptibility. Most workers contend that it 
is due instead to a number of factors 
which have been loosely classed as social 
or environmental.”’™ 

While the early relative frequency evi- 
dence for the white and the nonwhite 
women in the United States was not sub- 
stantiated, evidence of a similar basic na- 
ture relating to Jewesses has been estab- 
lished as correctly portraying relative 
risk.” There appears to be no longer any 
doubt that Jewesses experience substan- 
tially less risk to cancer of the cervix 
than the non-Jewish.”*” A recent study 
in Israel has elicited very low incidence 
rates, and since Jewesses of different 
“ethnic typology” experience rates of 
about the same magnitude, the authors 
believe that it cannot be dependent on a 
racial factor, but is due instead to cir- 
cumcision of Jewish males.” 

Except for absolute comparisons of 
risk relating to the white and the non- 
white population in the United States and 
Jewesses in Israel, most of the other 
evidence of racial selection involves rela- 
tive frequency data. For example, Kha- 
nolkar’s study relating to various classes 
of Indians attending the Tata Memorial 
Hospital in Bombay supports the idea 
that Hindu Decanni and Gujarti, and 
Moslem women, all experience a different 
risk to cancer of the cervix." Since, 
however, the evidence consists of relative 
frequencies, not incidence, it does not es- 
tablish these differences. 

Mortality statistics from different coun- 
tries cannot be easily compared because 
of the different proportions of deaths in 
each country which are unspecified as to 
portion of uterus affected. For cancer of 
the uterus as a whole, however, the age 
adjusted death rate in 1950:in Japan was 
more than twice that recorded in Eng- 
land and Wales; about 40 percent greater 
than the rate among white American 
women; and about 40 percent less than 
that recorded among American nonwhite 
women.” 

Among the American Navajos, if rela- 
tive frequency comparisons are accepted 
as evidence, risk of death from all uterine 
cancer would be twice that observed in 
American whites and about the same as 
noted in nonwhites as a whole. Adequate 
comparisons of absolute risk show, to the 
contrary, however, that the risk for the 
Navajo is only half that observed for 
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DESITIN SUPPOSITORIES tubricate, soothe, protect, ease 
pain, itching... and aid healing (with Norwegian cod liver 
oil, rich in vitamins A and D and unsaturated fatty acids). 
Free from drugs which might mask serious rectal disease. 


Write for samples and literature!-3 
DESITIN CHEMICAL COMPANY 
812 Branch Ave., Providence 4, R. I. 


SITIN 


hemorrhoidal 


SUPPOSITORIES 


a suppository, such as Desitin, reduces straining at the 
stool by lubricating the anal canal.! 


conservative treatment is indicated’? for mild to 
moderate symptoms of simple hemorrhoids, fissures, 
cryptitis, pruritus ani...in pregnant and other patients. 


the whites and only a fourth of that 
noted for the nonwhites.” 
GEOGRAPHIC DISTRIBUTION 

Data on geographic distribution of cer- 
vical cancer consist of official mortality 
statistics, the results of summations of 
autopsy series, and morbidity surveys con- 
ducted in a few localities. While the 
data from only the latter are reliable as 
to the absolute probability of developing 
the disease, official mortality statistics 
and autopsy studies clearly show that 
cancer of the cervix has been recorded 
on every continent, in every large coun- 
try, and among every important racial 
and ethnic group. Furthermore, the fre- 
quency of cancer of the cervix relative 
to all other cancer, as observed in the 
autopsy series, varies considerably from 
place to place. Whether or not risk of 
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the disease varies in the same fashion 
cannot be determined from most such 
studies. 

Within some countries for which perti- 
nent data are available, incidence of the 
disease varies considerably. In Denmark 
the highest rates are observed in Copen- 
hagen, and the lowest among the rural 
population.” This excess risk among ur- 
ban women also appears to exist in the 
State of Iowa.” White women in southern 
cities of the United States appear to ex- 
perience greater risk than do the northern 
white women,” and in Copenhagen” and 
Pittsburgh® there is considerable variation 
in rates within the city. In these latter 
cities the higher rates are found in the 
poorer sections. 


MARITAL AND PREGNANCY STATUS 
The first clear evidence that cancer of 


the uterus and cancer of the breast tend 
to have an opposite selectivity with re- 
spect to marital status was presented ap- 
parently by Rigoni Stern in 1842. While 
only 6 percent of the uterine cancer 
deaths recorded in Verona, 1769 to 1839, 
were in unmarried women, 29 percent of 
the breast cancer patients were unmar- 
ried.“ These differences are the more 
striking in view of the fact that cancer 
of the uterus generally occurs at an 
earlier age when the probability of mar- 
riage is less than in later life. These data 
did not permit the firm conclusion that 
uterine cancer is more likely to occur 
among married women than among single, 
but they did demonstrate the striking 
difference from breast cancer in terms of 
selectivity according to marital status. 

It has now been established that the 
annual probability of developing cancer 
of the cervix is greater in married than 
in single women,“ It would further 
appear that early age at marriage and in- 
stability of marriage are also associated 
with this disease.“ In addition, there is 
some reason for believing that other vari- 
ables associated with instability of mar- 
riage are also associated with cancer of 
the cervix. Thus, there is scattered evi- 
dence that illegitimate births,“ syphilis,” 
early sexual relations, multiple sexual 
partners,” and prostitution” are all asso- 
ciated with this disease. On the opposite 
side of the coin, cervical cancer appears 
to occur very rarely among nuns.” 

Another variable associated with mar- 
riage, which has been given much consid- 
eration, is circumcision of the marital 
partner. This was due first to the obser- 
vation that cancer of the cervix is less 
frequent among Jews, where circumcision 
is universal. Other races which practice 
circumcision at varying ages and to a 
different extent are alleged to have vary- 
ing risk of cervical cancer. The so-called 
incidence reported for such races, how- 
ever, is invariably a relative frequency 
which may or may not reflect relative 
risk to this cancer. Reliable data on the 
incidence of cervical cancer are very bad- 
ly needed among such groups as the Mos- 
lems, Hindus, Bantus, and Fijis. Such 
rates can now be reliably and relatively 
inexpensively ascertained through dis- 
criminative use of the vaginal cytological 
technique. 

Another variable which has long been 
associated with cervical cancer is preg- 
nancy. Lane-Claypon’s™ data indicated an 
association between pregnancy, but not 
number of pregnancies, and cancer of the 
cervix. Maliphant’s series“ suggested the 
greatest risk in parous women, with each 
pregnancy adding slightly to the risk; the 
next greatest risk among childless mar- 
ried women; and a considerably reduced 
risk among single women. Logan’s anal- 
ysis of British mortality data suggested 
that marital status alone, apart from 
childbearing, seemed to be the factor asso- 
ciated with higher mortality.“ In Gil- 
liam’s series where a precise actuarial 
method was used in computing age spe- 
cific pregnancy rates in several types of 
cancer patients, the difference in fertility 
between those with breast cancer and 
those with cervical cancer was limited to 


Journat A.O.A. 


¢ 
dual usefulness ::); iG 
: 
| 
hemorrhoids 
Presnanc 
i 
\ 
4b 


foot 


Carrier unto himself 


Once he is infected with athlete’s foot, he is likely to remain a “carrier 
unto himself,” even without re-exposure. Daily routine application 
of Desenex protects against reinfection and recurrence. 


De S i n AX: fast relief from itching 
prompt antimycotic action 
OINTMENT — POWDER 
continuing prophylaxis 


SOLUTION 


NIGHT and DAY treatment 

AT NIGHT — Desenex Ointment (zincundecate) 1 oz. tubes. — 

DURING THE DAY — Desenex Powder (zincundecate) — 114 oz. container. 
ALSO — Desenex Solution (undecylenic acid) — 2 fl. oz. bottles. 


In otomycosis — Desenex Solution or Ointment. 


Write for samples. 


MALTBIE LABORATORIES DIVISION * WALLACE & TIERNAN, INC. © Belleville 9, N. J. 
PD-71 


Vor. 58, Ocr. 1958 


tend 
hile 
hile 
icer 
839 
eR: 
i 
| 
4 
101 
: 


Wy 

YY 

0 Wf 

fj 

0 

CciiniCa 

WH / 


success following 


explosion 
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VAGISEC® liquid and jelly 


PURSUE trichomonads into every 

fold of vaginal mucosa — 

reaching even those parasites buried under 
thick, tenacious albuminous secretions. 


EXPLODE all trichomonads 

within 15 seconds of contact! No flagellate 
remains to cause troublesome flare-ups. 
Successful treatment in 97% of patients is 
reported by Decker.! 


BANISH trichomonads. 


They cannot survive the wetting, detergent and 
chelating agents in VAGISEC liquid and jelly. 


REPEATED NEGATIVE CULTURES—STRICTEST CRITERION 
Using cultures, the most critical test, Weiner? reported 
46 of 51 patients “cured” by VAGISEC therapy. 
*Round-the-clock therapy—vaginal scrub 

with VAGISEC liquid in the office and instillation of 
VAGISEC jelly, followed by home douches and jelly— 


ensures eradication of organisms. Annoying symptoms H}/ 

(leukorrhea, pruritus, burning) often disappear after //, 

the first treatment.! Three to four weeks of therapy Hf 
Yy 


usually sufficient for most cases.!-3 
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VAGISEC’ 


LIQUID AND JELLY and drug professions 
References: 1. Decker, A.: New York J. Med. 57:2237 JULIUS SCHMID, INC. 
(July 1) 1957. 2. Weiner, H. H.: Clin. Med. 5:25 (Jan.) 1958. 423 West 55th Street 
3. Davis, C. H.: West. J. Surg. 63:53 (Feb.) 1955. New York 19, N.Y. 
VAGISEC is a registered trade-mark of Julius Schmid, Inc. | 
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the first 30 years of life.“ After age 30, 
pregnancy rates in breast and cervical 
cancer patients were identical. A further 
curious finding in this series was the 
greater difference in pregnancy rates be- 
tween the cervical cancer patients inter- 
viewed in 2 of the cities than was ob- 
served between breast and cervical cancer 
patients in any 1 of the 3 localities. 

It appears clear from the brief consid- 
erations mentioned that the role of these 
various factors associated with cervical 
cancer still remains to be clarified with 
additional and perhaps different kinds of 
systematically collected data. 


SOCIOECONOMIC STATUS 


It has been common experience of 
gynecologists that cancer of the cervix 
is less frequently encountered in private 
than in clinic practice. Mortality data for 
1930-32 for Great Britain similarly indi- 
cated that risk of dying from uterine 
cancer as a whole increased with the de- 
crease in socioeconomic status.” That 
this is largely due to cancer of the cervix 
is now evident from analysis of similar 
death data for 1950 and 1951. These 
show that when socioeconomic class is 
judged by occupations of husbands, the 
rates were lowest in women whose hus- 
bands were in the professional class and 
highest in wives of unskilled laborers, 
with a fairly regular gradient in the in- 
termediate classes. Stocks concludes from 
these and other analyses of regional vari- 
ation in mortality that the disease in 
Great Britain shows a relationship with 
overcrowded housing, social class distri- 
bution, and predominant industry 20 years 
before.” 


INFECTIONS AND CERVICAL 
LACERATIONS 


For a considerable period of time, 
chronic cervical infections and poor ob- 
stetrical care were believed to predispose 
a woman to carcinoma of the cervix. 
The idea that cervicitis or cervical lacera- 
tions might be the cause of this cancer is 
probably an outgrowth of the general 
theory of chronic irritation as the cause 
of all cancer. There appears to be little 
definitive evidence bearing directly on it 
one way or the other, however. From 
the histological standpoint, early cancers 
at this site are observed with no associat- 
ed evidence of chronic irritation. Evi- 
dence of cervical lacerations, on the other 
hand, is common in parous women. 

Gagnon is of the opinion that the rarity 
of the disease in nuns is due to the infre- 
quency of cervicitis in this group.” Cash- 
man has noted that fewer cervical cancers 
than expected occurred in about 5,000 
women who could be followed out of 
10,000 women whose cervicitis had been 
treated by deep cauterization.* If, how- 
ever, there had been a very few cases 
among those women who were not fol- 
lowed, the results might have been quite 
different. 

With regard to cervical lacerations, 
Lombard and Potter’s case history study 
indicated an association between history 
of lacerations and this cancer.“ Gilliam’s 
series, on the other hand, at least indi- 
cated no undue proportion of instrumental 
deliveries among cervical cancer patients.” 
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Since both studies depended upon his- 
tories as remembered by patients and 
controls, it is not certain that they cor- 
rectly portray the actual facts. As for 
other evidence based on clinical impres- 
sions, there is still considerable difference 
of opinion among gynecologists as to the 
possible association of these factors and 
the disease. That even repeated trauma, 
and by inference cervicitis, is not neces- 
sarily involved is suggested by the ap- 
parent rarity of the disease in cases of 
prolapsed uterus.” 


DISCUSSION 


It should be clear from this brief ac- 
count of some of the facts of distribution 
of cervical cancer among humans that 
many selective factors bearing on its 
occurrence have been recognized. There 
is a common, and perhaps unfortunate, 
tendency among students of cancer, how- 


ever, to assign specific causal significance 
to such factors, often even before the 
facts themselves are well established. 
Thus, when it appears that cervical cancer 
is more common in parous than in nulli- 
parous women, the statement soon after 
appears in texts, as though it were fact, 
that the disease is caused by cervical 
lacerations. When it is evident that Jew- 
esses are less prone than the non-Jewish 
—then ergo, it is caused by intercourse 
with the uncircumcized. Or, when it ap- 
pears there is a tendency to select women 
who marry early in life—it is caused by 
trauma of immature tissues. Or, when 
it is shown that risk is greater in syphi- 
litics than in nonsyphilitics—it is caused 
by chronic irritation. Or, because it se- 
lects the lower rather than the higher 
economic classes, it is caused by poor 
hygiene and inadequate general medical 
care. 
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All of these factors associated with 
cervical cancer may well eventually turn 
out to be causes. On the other hand, an 
equally tenable hypothesis at the present 
time is that the disease is caused by some 
presently unknown factor or patient at- 
tribute which is more commonly present 
in women with these characteristics, but 
is by no means limited to them. The fact 
remains that the disease does occur in 
virgins, in nullipara, in Jewesses, in the 
nonsyphilitic, and in women of the high- 
est economic classes, to mention only a 
few of the selective factors. Demonstra- 
tion of excessive risk in women with 
certain characteristics does justify a hy- 
pothesis. No useful purpose is served, 
however, by parading hypotheses as fact, 
a tendency all too commonly encountered 
among students of cancer in general. 

Up to the present we are aware of no 
weaving together into a coherent and 
generally satisfying explanation of the 
disease the threads of facts regarding dis- 
tribution of cervical cancer in humans. 
The development of the Papanicolaou 
test, however, provides a laboratory tool 
which, if properly exploited epidemiologi- 
cally, can at least test and either dispose 
of or extend some hypotheses which have 
been paraded as fact. 
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The American view 
of cancer control* 


John R. Heller, M.D.+ 


It is indeed a very great privilege to 
be a member of this distinquished assem- 
bly of physicians and scientists from 
many nations of the world who are de- 
voted to the conquest of cancer as one 
of the most formidable disease problems 
of our time. My purpose this afternoon 
is to present an approach to this problem 
which combines the resources of medical 
research and practice, and public health 
administration, and is known in our terms 
of reference as “cancer control.” 

Let me explain at the outset that this 
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A PUBLIC RESPONSIBILITY 


Here is a situation, then, that goes far 
beyond the unassisted efforts of individ- 
uals and even beyond the uncoordinated 
efforts of entire communities. We con- 
ceive cancer to be a community problem 
wherever it strikes. It is a truly catas- 
trophic disease from the standpoint of its 
shattering impact upon the health of the 
victim, the morale of the patient and his 
family, and the financial resources of 
those in average circumstances. The 
lengthy hospitalization and subsequent 
continued care needed by many cancer 
patients often requires assistance from 
outside the family circle, which serves 
to point up the common responsibility as 
contrasted with individual concern. 

Our cancer control movement, based as 
it is on the concept of cancer as a public 
health problem, takes its inspiration real- 
ly from the knowledge that in many re- 
spects cancer is a preventable and curable 
disease. As early as 1775 a London 
physician, Percival Pott, advanced good 
evidence that cancer of the scrotum in 
chimney sweeps was related to occupa- 
tional exposure to soot. In more recent 
times extensive laboratory and epidemi- 
ological studies have shown that many 
kinds of cancer induced by exposure to 
industrial and other environmental agents 
can be prevented by protecting people 
from radiations, chemicals, air pollutants 
and other substances or conditions that 
we know can induce cancer. The fact 
that cancer can be managed to give the 
patient months or years of comfortable 
life and even free him of his disease was 
little understood and hardly accepted by 
most people even a generation ago. Hos- 
pitals were reluctant to take cancer cases 
because they considered them to be in- 
variably terminal. The cancer patient was 

considered indeed to be a doomed person 
for whom little could be done and whose 
plight was the concern only of his doctor 
and his family. 


ORIGINS OF THE MOVEMENT 


When medical science began to demon- 
strate, however, that increased knowledge 
of the neoplastic process could add effec- 
tive new tools to the armamentarium of 


kind of approach stems from our concept 
of cancer as a public health problem 
and therefore a threat to the national 
welfare, rather than simply a matter of 
concern to individual doctors and patients. 
How do we define a public health prob- 
lem? We define it as one which, because 
of its nature and extent, can be solved 
only by such systematic social action as 
that which has been successfully applied 
in dealing with infectious and communica- 
ble diseases in the past. To quote one 
view: “When, or if, a given problem 
of health and disease can no longer be 
solved by the unassisted effort of the 
citizen and the uncoordinated resources 
of the community,’” it becomes a public 
health problem. 

The extent of cancer in the United 
States certainly fits this definition. In 


108 


spite of everything that has been done, 
especially in recent years and more par- 
ticularly since the second World War, 
to learn more about the nature of the 
malignant process and its clinical manage- 
ment, cancer continues to be the second 
leading cause of death in the United 
States—second only to the cardiovascular 
diseases. There are an estimated 450,000 
new cases of cancer diagnosed in the 
Country every year. Deaths total about 
250,000 a year, and there are some 700,- 
000 cases under treatment at any given 
time. Apart from the grief and suffer- 
ing to cancer victims and their families 
that these statistics represent, the annual 
hospital bill for cancer patients runs to 
around $300 million, and the economic 
burden on the Nation is some $12 billion 


a year in lost goods and services. 


the physician for earlier diagnosis and 
more effective treatment, the opportunity 
for organized action to control cancer 
became obvious. A movement began 
which I think will be recognized as rather 
typically and traditionally American in its 
conception and execution. 

In the early 1900’s cancer, which at 
the turn of the century had been the sev- 
enth leading cause of death in the United 
States, began the steady climb which has 
put it in second place today. This be- 
came a matter of immediate concern in 
medical circles, and committees were ap- 
pointed by the American Medical Asso- 
ciation and the American Gynecological 
Society to study the problem. The Ameri- 
can College of Surgeons, formed in 1913, 
took up the cancer challenge by develop- 
ing a group of cancer clinics in hospitals 
throughout the United States which now 
total over 650 on the approved list. 

In 1913, also, a group of physicians 
and laymen met in New York and or- 
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ganized an agency “for the study and 
prevention of cancer, primarily for the 
purpose of educating the public at large 
in the absolute necessity of treatment at 
the earliest indication of cancerous 
growth.” This agency was originally 
called the American Society for the Con- 
trol of Cancer, but is known today as 
the American Cancer Society. 

The Society acted immediately to bring 
the public into the movement and raised 
about $10,000 by popular subscription to 
inaugurate its work. These funds were 
modest, but a campaign of public edu- 
cation for cancer control was launched 
immediately. A pamphlet entitled “Facts 
About Cancer” was published and discus- 
sion meetings were arranged in coopera- 
tion with women’s clubs in many cities. 
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During the early years of the century 
a number of other organizations and 
groups were developing cancer research 
and control programs. Among the earli- 
est in research were the Roswell Park 
Institute at Buffalo, New York, and Me- 
morial Hospital in New York City. Un- 
doubtedly the earliest organized statewide 
cancer control program was that devel- 
oped by leaders of the medical profession 
in Massachusetts. Several private foun- 
dations, such as the Jane Coffin Childs 
Memorial Fund for Medical Research 
and the Anna Fuller Fund, both of New 
Haven, Connecticut, and the Donner 
Foundation of Philadelphia have support- 
ed cancer research for years. Many re- 
search institutions and _ universities 
throughout the country carry on their 


own research programs, some of which 
are supported in part by grants of funds 
from various sources. 

During this period the Government of 
the United States was also studying the 
cancer problem, particularly from the 
standpoint of the need for more research, 
The first cancer research program of the 
Public Health Service was inaugurated 
in 1923 with two groups of scientists, one 
at Harvard University and the other at 
the Hygienic Laboratory in Washington. 
In 1937 the Congress passed an act which 
established the present National Cancer 
Institute in the Public Health Service to 
conduct and support cancer research and 
to promote and coordinate such research 
and the application of its results for pre- 
vention, diagnosis and treatment. 

This legislation had been supported 
both within and outside the Congress by 
individuals and groups, including the 
American Cancer Society, who realized 
that the cancer control movement would 
not be adequate or really efficacious with- 
out the coordinated efforts of both gov- 
ernment and voluntary interests. 

This, I think, is really illustrative of 
the traditional American approach to a 
common problem. It is the kind of ap- 
proach that prompted de Tocqueville to 
make this observation on such American 
processes: “I met with several kinds of 
associations in America of which I con- 
fess I had no previous notion; and I 
have often admired the extreme skill with 
which the inhabitants of the United 
States succeed in proposing a common 
object for the exertions of a great many 
men and inducing them voluntarily to 
pursue it.’”” And again, commenting on 
voluntary and government collaboration: 
“|. . the duties of private citizens are 
not supposed to have lapsed because the 
state has come into action, but everyone 
is ready, on the contrary, to guide and 
support it. This action of individuals, 
joined to that of the public authorities, 
frequently accomplishes what the most 
energetic centralized administration would 
be unable to do.”* 

Observers of the American scene will 
recognize this as the same procedure by 
which many developments have been car- 
ried on throughout the history of the 
United States, from agricultural and wa- 
ter power projects to movements for 
safeguarding and promoting the health 
and general welfare of our people. 


CONCEPT OF CONTROL RELATED 
TO RESEARCH 


The evolution of cancer control in the 
United States has proceeded in the spirit 
in which the movement was conceived, 
taking advantage of everything that gov- 
ernment and voluntary resources have 
had to offer for its growth and develop- 
ment. Its main objective has always 
been, and continues to be, the reduction 
of mortality from cancer. Its methods 
and procedures for achieving this end 
are directed to the support of research 
on the nature of the neoplastic process; 
the improvement of case-finding tech- 
niques, diagnosis and treatment ; the alert- 
ing of physicians and laymen alike to 
the threat of cancer; and the providing 
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of services to cancer patients whose needs 
exceed their personal resources. 

Research is an integral part of cancer 
control, for omly through research can 
we gain the knowledge which makes pos- 
sible more effective control measures. 
These measures, in turn, stimulate more 
research, either in pursuit of new lines 
of investigation that open up in dealing 
with the clinical problem, or for the ap- 
plication of proven techniques for diag- 
nosis or treatment to new situations. 

Support of research, from both gov- 
ernment and voluntary sources, has grown 
tremendously in the United States since 
the war. In 1944, for instance, the Ameri- 
can Cancer Society raised $850,000 by 
public subscription but in 1945 these do- 
nations were increased more than four- 
fold, to a total of $4 million. By 1948, 
contributions to the Society reached near- 
ly $13%4 million. The appropriation for 
the National Cancer Institute likewise 
went up from $548,700 in 1946 to $14,- 
500,000 in 1948. Since then both agencies 
have continued to receive increasing sup- 
port so that today the Society operates 
at a level of some $30 million, and the 
Institute at $56,402,000, the latter having 
had its appropriation doubled in a single 
year. 

About 70 percent of the Institute’s an- 
nual appropriation is devoted to research, 
and the remainder to closely related ac- 
tivities, many of which by definition are 
in the category of cancer control as we 
are discussing it today. About two-thirds 
to three-fourths of the appropriation is 
allocated for grants to support research 
and related work in non-federal institu- 
tions, and for contracts with the pharma- 
ceutical industry for the screening of 
compounds under the national cooperative 
chemotherapy program. Large sums are 
likewise being spent by other government 
agencies and voluntary health organiza- 
tions. The current appropriation of the 
Atomic Energy Commission for cancer 
research, for instance, is $3,400,000. The 
Damon Runyon Fund allocates about a 
million dollars a year for cancer research, 
and additional sums are made available 
by several private foundations interested 
in this field. A conservative estimate 
would place the total amount of funds 
from both public and private sources in 
support of cancer research at well over 
$50 million. 


PROFESSIONAL EDUCATION 


Although cancer, of course, has not 
yet yielded up its final secret to the 
scientist, research has produced much in- 
formation that is useful in dealing with 
the disease, particularly in certain of its 
forms. One of the aims of cancer con- 
trol programs is to make sure that this 
information is placed at the disposal of 
the medical profession without delay. 

To realize this objective requires con- 
tinual educational effort. It cancer is to 
be controlled, doctor and patient must be 
brought together at the earliest possible 
moment in the individual case. The criti- 
cal intervals between onset of disease 
and diagnosis, and between diagnosis and 
the beginning of treatment must be re- 
duced to an absolute minimum. This re- 


quires that two conditions obtain: on 
the one hand, the layman must be alert 
to the signs and symptoms which may 
mean cancer and consult his physician 
when they appear; and on the other 
hand, the physician must cultivate a high 
index of suspicion of cancer in all of his 
patients. 


Both the National Cancer Institute and 
the American Cancer Society conduct 
programs of both formal and informal 
education for physicians. The Institute 
makes annual grants of funds to 84 medi- 
cal, 42 dental, and 6 osteopathic schools 
in the United States for cancer training 
of their students. It also provides clinical 
traineeships for young physicians who 
wish to specialize in the detection, diag- 
nosis, and treatment of neoplastic dis- 
eases. We were gratified to learn from a 
recent survey among physicians who re- 
ceived support under the clinical trainee 
program between 1938 and 1956, that 
half of them were devoting 50 to 100 
percent of their time to cancer work, 
while others were engaged in cancer 
teaching or serving on the staffs of can- 
cer clinics or detection centers.* 

The Public Health Service also sup- 
ports advanced education and training for 
research scientists through fellowships. 
In the belief that there is no better way 
to cement international good will than 
through the exchange of information for 
the improvement of health the world 
over, this program has been extended to 
include postdoctoral research fellowships 
for citizens of other countries. These 
fellows are nominated by medical re- 
search organizations in their own coun- 
tries and final selections are made by a 
committee of scientists of the National 
Institutes of Health. 

The American Cancer Society finances 
a fellowship program for promising 
young physicians which is similar to the 
Institute’s clinical trainee program. Upon 
completion of study under outstanding 
medical scientists, these young doctors 
take with them the best clinical expe- 
rience with which ‘o sharpen the com- 
munity attack on cancer. The Society 
grants special fellowships to pathologists 
and technicians for training in cytology 
in cancer detection. 

Both the Institute and the Society pro- 
mote informal education for the medical 
profession by making the latest informa- 
tion on cancer detection, diagnosis and 
treatment available to the country’s 165,- 
000 practicing physicians through publi- 
cations, films and exhibits, often distrib- 
uted under the auspices of medical 
societies. Information of interest to elini- 
cians is published in the “Journal of the 
National Cancer Institute” and in “Can- 
cer,” the journal of the American Cancer 
Society. The Society also publishes “CA 
—a Bulletin of Cancer Progress” and 
other publications for physicians on treat- 
ment of various cancers. The Society 
conducts refresher courses and meetings 
for doctors, and works in close coopera- 
tion with local and State medical societies 
and health departments. The Institute, 
through appropriate channels of the Pub- 
lic Health Service, conducts similar ac- 
tivities. Both organizations jointly spon- 
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sor a national cancer conference for re- 
search scientists and practicing physi- 
cians approximately every four years, the 
third of which was held in Detroit, 
Michigan, in June, 1956. 


LAY EDUCATION 


Lay education activities are designed 
to alert the public to the threat of can- 
cer and motivate individuals to seek 
medical advice upon the appearance of 
signs or symptoms which should be in- 
vestigated. People are urged to familiarize 
themselves with the so-called “seven dan- 
ger signals” such as neoplastic masses, 
occult bleeding, persistent hoarseness or 
indigestion, etc. They are also provided 
with carefully written publications on 
cancer of different sites, and on various 
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aspects of the cancer problem, which are 
intended to improve the laymen’s knowl- 
edge of the disease. They are also ad- 
vised to have a general examination, or 
“check-up,” by their physicians at least 
once a year. 

Both the National Cancer Institute 
and the American Cancer Society, as 
well as other voluntary health organiza- 
tions and official health agencies at differ- 
ent levels of government, produce and 
distribute such lay education materials. 
In addition, information about cancer 
and related subject matter is disseminat- 
ed through such public media as the 
press, radio and television which give 
news coverage to activities in this field 
and carry special announcements and ar- 
ticles. 


The possibility that such intensive ef- 
forts to familiarize the lay public with 
the subject of cancer might produce 
widespread cancerophobia and thus be- 
come self-defeating has bothered some 
people, I know. Actually there is no evi- 
dence that this has occurred in the United 
States; on the contrary, studies made by 
the American Cancer Society have shown 
that public response to cancer education 
has definitely improved as the result of 
these efforts, and I feel certain that this 
has been responsible in large measure for 
the gains that have been made in the 
battle against cancer in our Country. As 
a physician, I also feel sure that those 
few individuals who develop canceropho- 
bia upon exposure to information on the 
subject are so constituted that they are 
bound to develop a phobia of one kind or 
another in any event. They are in need 
of health education of another sort. 


COOPERATION WITH LOCAL 
INTERESTS 

The methods we use for dissemination 
of lay education materials are clearly 
identified with the typically American ap- 
proach to which I have referred. Tradi- 
tionally, the Public Health Service of 
the Federal Government has always re- 
spected the jurisdiction of the State 
Health Departments and has worked in 
collaboration with and through those 
agencies in matters affecting the people 
of a particular State. Likewise, it re- 
spects and takes into consideration the 
interests of the medical profession at the 
State and local levels, and seeks to avoid 
any activity which would jeopardize the 
integrity of the physician-patient relation- 
ship. Therefore, the Public Health Serv- 
ice always seeks the advice and collabora- 
tion of State or local health authorities, 
and medical and civic interests in plan- 
ning and organizing cancer education ac- 
tivities in a particular community. 


The same is true of the American 
Cancer Society. The Society has, in ad- 
dition to its national organization, some 
60 divisions in the 48 States and major 
subdivisions of the country. These divi- 
sions are in turn composed of county 
chapters and local units, giving the So- 
ciety true community representation. Tens 
of thousands of businessmen, club wom- 
en, physicians, teachers, housewives, etc., 
play a continuing part in the work of the 
American Cancer Society as volunteers. 
Its activities therefore have local spon- 
sorship which assumes responsibility for 
clearance with other local interests, both 
civic and medical. 

I do not wish to imply that cancer 
education in the United States is the ex- 
clusive function of the American Cancer 
Society and the National Cancer Insti- 
tute. These are the principal national 
organizations working through State and 
local agencies for the dissemination of 
cancer information and education. There 
are other groups, however, that are 
equally energetic in this cause. Several 
of our State Health Departments, State 
Medical Societies, and local public school 
systems have issued cancer educational 
materials for both the medical profession 
and the lay public, and these materials 
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are usually of excellent quality. The Na- 
tional Science Teachers Association has 
undertaken, with financial assistance 
from the National Cancer Institute, to 
improve courses in science subjects in our 
high schools, with emphasis on the bio- 
logical sciences, particularly as they re- 
late to cancer research. 


PROGRESS IN CANCER CONTROL 


One will naturally want to know how 
much all of this effort has contributed to 
progress toward our objective to reduce 
mortality from cancer. It is difficult, of 
course, to measure this precisely, but we 
believe there is no doubt that a fair 
share of the credit for a gradual but 
definite improvement in the cancer situa- 
tion in the United States should be given 
to organized cancer control activities. 
Much credit must go, of course, to re- 
search as an independent activity, and to 
improved therapeutics and general medi- 
cal care. But it cannot very well be de- 
nied that better case-finding, better diag- 
nosis, and a better informed and therefore 
more alert public have resulted from ac- 
tivites that we group under the term 
cancer control, and that these have con- 
tributed their share to the general im- 
provement. 


What has that improvement amounted 
to? Let us look at it this way: In the 
United States, in the early part of the 
century, a cancer patient had little hope 
of surviving. By 1938, however, one in 
four was being saved. Today, we are 
saving one in three, or 150,000 persons a 
year. That is a sizeable figure in view of 
the 450,000 new cases of cancer diagnosed 
in the United States every year and the 
250,000 deaths a year. 

A very important and useful body of 
data on cancer in the United States has 
resulted from a cooperative study of rec- 
ords in the State of Connecticut for a 
17-year period by the State Health De- 
partment and the Public Health Service. 
These data, which may reasonably be re- 
garded as reflecting a national pattern, 
show that in the period 1935 to 1951, the 
five-year survival rate increased from 19 
to 25 percent for males, and from 29 to 
38 percent for females. The greatest im- 
provement took place in cancer of six 
important sites: the large intestine, rec- 
tum, and endocrine glands in both men 
and women, the cervix and corpus of the 
uterus in women, and the prostate gland 
in men. There were also noteworthy im- 
provements for cancer of the larynx, 
breast, kidney and a few other sites. Ex- 
amination of the distribution of cases by 
stage at diagnosis indicated, in this study, 
that more effective therapy apparently 
was a more important factor than earlier 
case finding in increasing the proportion 
of cancer patients alive five years after 
diagnosis. 


CONTROLLING UTERINE CANCER 


One of the most important measures 
for cancer control, which has shown ex- 
cellent results in the research stage and 
promises to be a very effective case-find- 
ing procedure, utilizes exfoliative cytol- 
ogy as a cancer test. You are familiar, 
of course, with the cytologic test evolved 
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by Papanicolaou and Traut for the de- 
tection of malignant cells in fluids taken 
from natural body orifices.° 

Several years ago the National Cancer 
Institute undertook to find out whether 
this test would be useful and reliable as 
a case-finding technique in large popula- 
tions and as an aid to diagnosis of uterine 
cancer. With the cooperation of the 
University of Tennessee Medical School 
and local health and medical authorities, 
a project was established for the purpose 
of applying the test to 165,000 women in 
the City of Memphis and Shelby County, 
Tennessee. Here was a project which 
had virtually all the elements of what we 
describe as a cancer control program. It 
involved cooperation between the Public 
Health Service of the Federal Govern- 


ment and the local health and medical 
authorities, including the American Can- 
cer Society. It also involved an active 
program of lay information and educa- 
tion in order to win the cooperation of 
the women to whom we wished to apply 
the test on a voluntary basis either 
through their own physicians or through 
the facilities of public health clinics. 
The results have been fully satisfac- 
tory, from the standpoints both of public 
cooperation and the results obtained from 
the test. Among the first 108,000 women 
given the test there were some 800 cases 
of cancer detected and subsequently diag- 
nosed microscopically. About half of 
these proved to be intraepithelial carci- 
noma in situ which has a cure rate ap- 
proaching 100 percent. Fully 90 percent 
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of these were totally unsuspected. The 
other 400 cases were invasive cancers in 
different stages, 30 percent of which 
were also unsuspected. 

About a year later, 33,000 of these 
108,000 women received a second cytologic 
test. In this group another 83 cases of 
cancer were detected, of which 72 were 
preinvasive and 11 invasive. Thus, in 
terms of rate per thousand, there was a 
slight decrease for preinvasive cancer, 
from 3.6 detected on the first examina- 
tion to 2.2 on the second examination. 
For invasive cancer, however, there was 
a sharp drop, from 3.4 on the first ex- 
amination to 0.3 on the second. In other 
words, the invasive cancer rate on the 
second screening was only one-tenth as 
high as on the first screening.’ 
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OTHER APPLICATIONS OF CYTOLOGY 


On the basis of the Memphis experi- 
ence, the National Cancer Institute decid- 
ed to get additional data on the cytologic 
test as applied to uterine cancer, and to 
undertake research on the efficacy of ex- 
foliative cytology for the detection of 
cancer of other sites such as the lung, 
large bowel, urinary bladder, and prostate 
gland. Some 14 additional projects have 
been established for this purpose in dif- 
ferent parts of the country. 

If success should attend our efforts to 
demonstrate the value of exfoliative cy- 
tology as a case-finding procedure and an 
aid to diagnosis, we shall be able to deal 
a decisive blow against cancer in the 
United States. We believe that mortality 
from uterine cancer, which now claims 


the lives of 16,000 women each year jn 
our Country, could be dramatically re. 
duced by widespread use of the cytologic 
test as a health practice. If, for instance, 
the test should prove effective for the 
early detection of epidermoid cancer of 
the lung, which is taking an increasing 
toll in the United States, as well as for 
cancer of the other sites I have men- 
tioned, we would indeed have an effective 
weapon to place in the hands of health 
authorities and the medical profession. 


THE TASK AHEAD 


The energy with which cancer control 
programs are advanced in the United 
States is but an index of the task con- 
fronting us. I have mentioned a few 
statistics indicating the magnitude of the 
cancer problem. There are approximately 
800,000 persons now living in the United 
States who have been saved from cancer. 
Yet, if present incidence and mortality 
rates should continue, we may anticipate 
that 40 million persons now living will 
develop cancer during their lifetime, and 
that 26 million of them will die of it. 
We are now saving, as I said, one person 
in three. That amounts to 150,000 lives 
annually. But with present knowledge 
and resources we should be able to save 
one in two, or an additional 75,000 a 
vear. 

The challenge before us, as we see it, 
is to overcome the lag between what we 
know about cancer and what we do about 
it. That is the challenge for cancer con- 
trol, and there are many opportunities to 
take it up. 

The rather extensive  biostatistical 
studies of cancer that have been made in 
the United States provide a good indica- 
tion of the opportunities that lie before 
us for the control of cancer through pro- 
grams of professional and lay education 
backed up by research of both the lab- 
oratory and fields types. In 1947, for in- 
stance, the National Cancer Institute 
made its second survey of cancer mor- 
hidity in ten selected metropolitan areas 
of the United States. Analysis of all the 
data from these surveys brought to light 
one interesting piece of information in 
particular. Tt was found that one-half 
of all the cancers occurring in our popu- 
lation involve sites that are accessible to 
direct examination by a physician during 
an ordinary office visit. 

It was found, for instance, that 21.7 
percent of all cancer in women was in 
the breast and 18.9 percent in the uterus. 
In men, 6.3 percent of all cancer involved 
the mouth and pharynx, 6.5 percent the 
rectum, and 9.5 percent the prostate. The 
skin was the site of 15.4 percent of can- 
cer in men and 10.7 percent in women. 

Information of this kind constitutes an 
undeniable challenge to both official and 
voluntary health agencies to accomplish 
one of the foremost objectives of cancer 
control, namely to bring doctor and pa- 


tient together as early as possible in the ° 


history of the individual case. It means 
that if people would go to their doctors 
regularly for routine examinations, and 
if physicians would examine these ac- 
cessible sites as a mattcr of routine, it 
should he possible to discover half of all 
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cancers early enough to insure the most 
successful management. This alone, in 
the optimum situation, could enable us 
to realize our ambition to save at least 
one in two cancer patients compared to 
the present accomplishment of saving one 
in three. 

Another important area in which can- 
cer control can be promoted is that of 
prevention. Prevention is, of course, the 
ultimate aim of public health measures 
taken against any disease. We know 
from laboratory studies and from obser- 
vation of environmental influences upon 
human beings that cancer can be proper- 
ly classified as a preventable disease, as 1 
said earlier. True, we are able at pres- 
ent to avert only a small part of the total 
threat of cancer, but to the extent that 
people can be protected against carcino- 
genic agents in their working or living 
environment they can be relieved of con- 
cern over unwitting exposure to a health 
menace. This is particularly important 
to people working in industrial plants 
where materials of known carcinogenic 
content are used, and to the general pop- 
ulation in areas where atmospheric pol- 
lutants are a health problem. Giving 
protection against radioactivity from va- 
rious sources is a relatively new but se- 
rious and growing problem. 


The subject of prevention brings us 
face to face, of course, with the question 
of lung cancer etiology and the issue of 
taking steps to warn the public against 
smoking as one of the causes. In both 
Britain and the United States, as you 
know, the national health authorities have 
taken the position that smoking is a 
causative factor. The position taken by 
the Surgeon General of the United States 
Public Health Service and by the Ameri- 
can Cancer Society is that excessive 
cigarette smoking is one of the factors 
in lung cancer causation, although not 
the only one. We believe that more re- 
search is needed to identify, isolate and 
eliminate the various factors in excessive 
cigarette smoking that can cause cancer, 
as well as on the role of air pollution 
and other factors that may cause cancer 
of the lung in man. We believe that the 
scientific facts on the question of smok- 
ing and health should be made available 
to the public in order that people may be 
guided by these facts in the light of 
medical advice applicable to the individ- 
ual case. Whether we will undertake a 
definite program of lay education to 
warn people against the dangers of smok- 
ing in relation to lung cancer, as has al- 
ready been dene in England, will depend 
upon the results of further epidemiologi- 
cal and laboratory investigations of this 
problem. In fact, a review of new epi- 
demiological data will be presented to the 
Congress on Wednesday by Dr. Harold 
F. Dorn of the National Institutes of 
Health. 


IN CONCLUSION 


I hope that in this discussion of cancer 
control programs in the United States I 
have conveyed to you our concept of an 
organized and concerted attack through 
research, diagnosis, prevention and. treat- 
ment. This concept is based on the con- 
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viction that it is not necessary to await 
discovery of the cause of cancer to ac- 
complish a considerable degree of control 
over the disease. We regard cancer con- 
trol as a bridge between preventive and 
curative medicine which serves to bring 
these two fields closer together. 

Due in no small measure to the en- 
couragement provided by the National 
Cancer Institute through grants of funds 
and technical assistance, all of our States 
and Territories are actually engaged in 
cancer control programs, involving pro- 
fessional and lay education, statistical 
studies, tissue diagnosis, clinics and hos- 
pitals, tumor registries, and other services 
as required by local needs. Home nurs- 
ing services and convalescent homes are 
also provided in many communities. More 
than 650 cancer clinics in the United 
States have been approved by the Ameri- 


can College of Surgeons as the result 
of inspections for which the National 
Cancer Institute and the American Can- 
cer Society have provided financial as- 
sistance. Scores of universities and other 
institutions are conducting programs of 
research and training which contribute 
to the total effort to control cancer. 
Cancer control is an intricate proce- 
dure, depending for its success on an 
alert and well-educated professional 
group, a cooperative and informed public, 
and the availability of adequate diag- 
nostic and therapeutic services. We be- 
lieve that in the United States we have 
mobilized the resources at our disposal 
to produce these elements of a successful 
attack on a great and serious threat to 
the health and general welfare of our 
people. We believe that our efforts are 
getting results and that these results con- 
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stitute definite and undeniable progress 
toward the ultimate conquest of cancer. 
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Trends in 
cancer mortality 


Notable changes have occurred during 
the past 15 years in the mortality from 
cancer (malignant neoplasms) among the 
Industrial policyholders of the Metro- 


*Reprinted from Statistical Bulletin, Metro- 
politan Life Insurance Company, June 1958. 


politan Life Insurance Company. For ex- 
ample, among white females the age-ad- 
justed death rate from this cause at ages 
1-74 years decreased 15 percent—from 
88.7 to 75.6 per 100,000—between 1936-40 
and 1951-55. Among nonwhite females 
the corresponding reduction was 7 per- 
cent. These trends are much more favor- 
able than those for females in the general 
population of the United States, prob- 
ably because the insured are mostly urban 
dwellers and hence have access to abun- 
dant medical facilities. 


In contrast to the downward trend 
among females, males experienced an in- 
crease in cancer mortality. The rise 
amounted to 8 percent among white males, 
and to no less than 34 percent among the 
nonwhite. As a consequence of the con- 
trasting trends for the two sexes, the 
death rate from cancer among white 
males exceeded that among white females 
by 29 percent in 1951-55, whereas 15 
years earlier there was almost no sex 
difference. Among nonwhite policyholders 
the mortality rate for males was some- 
what higher than that for females in 
1951-55, but it was only three fourths the 
rate for females in the earlier period. 


Changes in cancer mortality should be 
interpreted with caution, however. Im- 
proved diagnostic techniques have enabled 
physicians to determine and hence report 
more accurately the primary site of ma- 
lignancy. Medical concepts regarding the 
primary site have also been modified, 
which has had a particularly marked im- 
pact on the recorded mortality trend for 
respiratory cancer. Then, too the judg- 
ment of the certifying physician regard- 
ing the primary site of the cancer is more 
explicitly indicated and is more closely 
followed in classifying the cause of 
death under the Sixth Revision of the 
International List than under earlier Re- 
visions. 

One of the encouraging findings in this 
study is the large reduction in mortality 
from cancer of the genital organs among 
females—27 percent for white and 32 
percent for nonwhite females in the 15- 
year period under review. This improve- 
ment undoubtedly reflects the effect of 
preventive measures—including advances 
in obstetrical practice—and of early diag- 
nosis and treatment of genital cancers. 
While the death rate from cancer of the 
digestive system has also recorded a 
marked decrease in mortality among fe- 
males, the downward trend, in part at 
least, is probably spurious, and may rep- 
resent changes in the reporting of the 
primary site of malignancy. The mortal- 
ity from cancer of the breast has shown 
virtually no change in the period under 
review despite intensive case-finding ef- 
forts and the fact that breast cancer is 
accessible to diagnosis. 

The adverse cancer mortality trend 
among males is due mainly to the large 
increase in the recorded death rate from 
respiratory cancer. Among white males 
the mortality from malignancies of the 
respiratory system increased about 140 
percent between 1936-40 and 1951-55, the 
death rate rising from 9.8 to 23.6 per 
100,000. During this period these malig- 
nancies increased from one ninth to one 
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tourth of the total cancer death rate 
among white males in this insurance ex- 
perience. Among nonwhite males the re- 
spiratory cancer mortality more than 
tripled, and now accounts for nearly one 
fifth of the total. Males experienced a 
sharper rise than females, which widened 
the sex difference in mortality from can- 
cer of this site. Among white policyhold- 
ers the respiratory cancer death rate for 
males now is more than 8 times that for 
females; among nonwhites the ratio is 
more than 5 to 1. 

Decreases were recorded in the mortal- 
ity from cancer of various sites among 
white males. For cancer of the digestive 
system the reduction was substantial but, 
as among females, it is likely that only 
part of the improvement is real. There 
were also sizable decreases in the death 
rate from skin and buccal cancers. The 
mortality from cancer of the prostate, 
however, was about the same in both 
periods. 

Leukemia increased considerably as a 
cause of death in each of the four color- 
sex groups. In the 15-year period, the 
mortality from this cause rose more than 
50 percent among white males and fe- 
males, 77 percent among nonwhite males, 


and 24 percent among nonwhite females. 
Hodgkin’s disease also recorded appre- | 
ciable increases in mortality in almost | 
every color-sex group. 

The problem of cancer control is ex- 
tremely complicated. At present, the ma- 
jor tasks are to unravel the nature and 
causes of malignancy and to develop spe- 
cific tests for its early detection. While 
research is progressing along both these 
lines, it is not possible to forecast when 
major breakthroughs will be made on 
either front. Much can still be accom- 
plished in the control of the disease with 
present knowledge and facilities by utiliz- 
ing preventive measures more fully, by 
intensifying programs for early detec- 
tion of malignancy, and by improving the 
general level of treatment. 


Prenatal nutrition 
and infant health* 


Genevieve Stearns, Ph.D. 

Research Professor, Department of Orthopedic 
Surgery, College of Medicine, 

State University of Iowa 


In the United States the past 50 years 
have brought a gratifying decline in the 
number of deaths occurring in babies 
under one year of age. In 1956 only 
about one-fourth as many babies died 
for each thousand babies born alive as 
had died in 1915. But the number of 
babies dying at less than a week of age 
has not declined nearly as rapidly as the 
death rate in older infants. Babies who 
die before they are a week old now 
make up the largest share of all infant 


*Reprinted from Children, July-August 1958. 
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deaths under a year of age. A majority 
of these early deaths occur in infants 
born prematurely. 

There are many causes of early infant 
death; some of them we can as yet do 
little about. We can try to find out why 
babies are born prematurely and work 
to eliminate these factors. Every baby 
is entitled to his full time in his mother’s 
uterus; it is his best insurance for a 
healthy infancy. Not only are premature 
babies apt to be frail babies, but the 
danger of birth injury is greater for 
them. 


Careful study in many countries and 
with many types of investigations makes 
it seem certain now that one big factor 
concerned with premature delivery is the 
poor state of the mother’s nutrition and 
health even before she is pregnant. Poor 
nutrition during pregnancy itself only 
makes the situation worse. 

The great tragedy is that much of this 
poor nutrition among mothers and moth- 
ers-to-be is unnecessary. Better judg- 
ment in buying the family food often 
would provide good nutrition for the en- 
tire family at no increase in cost. Stuart 
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and Burke in Boston observed that when 
nutrition during pregnancy was inade- 
quate, the fetus suffered to a greater 
degree than the mother.’ Mothers whose 
protein intake was low gave birth to 
smaller and lighter-weight infants than 
did well-fed mothers.” It is well known 
that strong babies are easier to care for 
than are weak babies. 


POOR FOOD HABITS 


Studies of food habits of low-income 
pregnant women in Iowa* showed that, 
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in that State, very few pregnant women 
did not get enough food. A far higher 
percentage of these women ate too much, 
yet were poorly nourished because of 
poor choice of foods. They became fat, 
yet were malnourished. Their food hab- 
its were such that the normal amount 
of calories had not provided enough of 
the necessary nutrients, so they felt un- 
satisfied—the “hidden hunger” of the 
malnourished. 


Unfortunately, humans do_ not 


we 


know instinctively what foods we need 


most, so we eat more of the same foods 
we are accustomed to. Thus in Iowa 
some pregnant women were getting 
enough of each nutrient studied, at the 
expense of getting fat from too many 
calories. Many others just got fat, but 
were still malnourished, because even 
double the amount of the foods they 
liked to eat did not provide the essential 
nutrients. 

Very few of these pregnant women got 
enough calcium for their own bones, not 
to speak of getting enough for the baby’s. 
Almost as many ate far too little protein. 
Of the common vitamins, riboflavin and 
vitamin C were in short supply for many. 
A quart of milk a day would have given 
the great majority of these women suf- 
ficient added calcium, protein, and ribo- 
flavin to have nfiade their supply of these 
nutrients ample. More fruit or fruit 
juices and salad vegetables would have 
improved their vitamin-C intake. Unfor- 
tunately, they turned to more baked 
goods to satisfy their hunger, often at 
much greater financial cost than the milk 
and fruit. Only because the flour was 
enriched the women got sufficient iron 
and thiamine and some riboflavin from 
the large amount of breadstuffs they ate. 

All of these women were eating the 
same foods as they had eaten since child- 
hood. They had not altered their gen- 
eral diet pattern. That is generally true. 
Meal patterns tend to go on in families 
for generations, modified a bit in each 
generation by the likes and dislikes of 
the husband. Unfortunately such modi- 
fications are usually downward. Foods 
not liked by either member of the young 
family are omitted and often no sub- 
stitution is made. So the number of 
foods eaten grows steadily less and the 
family nutrition suffers. 

But that is not all of the story. Studies 
of school-age children show that grade- 
school children can be taught what foods 
they need to eat and they will learn to 
eat them both in school lunches and at 
home.* High-school boys will generally 
eat almost every food available. High- 
school girls, however, are socially con- 
scious, afraid to eat for fear they will 
get fat or have poor complexions, yet 
torn by the urge to go with the crowd 
and eat as the crowd does in its special 
“hangouts.” The boys will go home after 
such snacks and still eat a full meal at 
home, but the girl tends not to eat her 
meals at home if she has snacked after 
school. Then she is hungry again be- 
fore bedtime and snacks again. Unfor- 
tunately such snacks rarely provide much 
besides calories and the girl’s nutrition 
suffers at the time she most needs a good 
diet to complete building her own body. 


EFFECTS ON PREGNANCY 


If she follows a nutritious diet over 
several months, such a girl can achieve 
good nutritional status. But if her poor 
eating habits continue, she does not really 
complete building her own body until 
many years after growth has stopped. 
Many girls marry and start’ a family at 
a young age. With their own bodies in- 
complete, they have to build both a new 
body and also sufficient muscle and other 
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tissues in their own bodies to carry the 
fetus and to deliver it. The young mother 
tries to do all this without changing her 
food habits, except in regard to quantity. 
It is no wonder that many come to grief. 

In the Iowa study of pregnant women, 
it was observed that the well-nourished 
women delivered prematurely only when 
they had twins, or had had five or more 
babies at closely spaced intervals.’ In 
either case, the babies were usually in 
good condition and only a pound or so 
under the weight which marks prema- 
turity. All the babies thrived. 

On the other hand, in the same study 
the group whose diets were poorest were 
most apt to deliver prematurely, and 
most of them were young mothers, de- 
livering their first to third child. All of 
these babies were single births; there 
should have been no excessive load on 
the mother had she been well nourished. 
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Since premature delivery might be 
nature’s way of sparing the mother a 
burden beyond her capacity, it seems that 
these young women’s bodies were poorly 
equipped to provide nourishment for a 
new life. 

The study also showed that the pre- 
maturely born babies of the poorly nour- 
ished mothers were smaller and weaker 
than those prematurely born to better- 
nourished mothers. Several of these very 
small babies were not strong enough even 
to live, despite modern care and feeding. 
Some of the babies were malformed. 
There are many causes of malformation. 
Poor nutrition is one cause, difficult to 
prove for humans but well known in 
animal studies.° Though poor nutrition 
is not yet proved as a cause of congeni- 
tal malformations in human infants, the 
likelihood that it does cause malforma- 
tion is so great and the preventive is so 


simple that no mother should take the 
risk. Had the young mothers of our 
study been better nourished, more of the 
babies probably would have been carried 
to term and would have lived; those who 
lived would have been stronger; and it 
seems possible that some, at least, of the 
deformities could have been prevented, 
Studies of adolescent girls in Iowa’ 


| showed that previous nutritional status 


affected their ability to utilize nutrients 
when they were given a good diet. Girls 
who had been well fed through mid- 
childhood were able to retain ample 
amounts of the nutrients provided in 
good diets. Girls who had been poorly 
nourished through midchildhood were 
unable to utilize the nutrients of a good 
diet, especially such nutrients as calcium, 
which are not easily absorbed. Several 
months of good feeding were necessary 
to make these girls as efficient in use 
of their food as were the well-nourished 
girls. Once they achieved that improved 
efficiency they maintained it easily. Both 
groups of girls were adversely affected 
by emotional disturbances. Retentions 
dropped sharply when the girls became 
overexcited. 

Many girls have their first child in 
mid-teens, while they were still unstable 
emotionally. It seemed probable to Iowa 
nutritionists that added emotional prob- 
lems of marriage and early pregnancy 
could only worsen the nutritional state 
of a girl already peorly fed. Therefore 
we studied the ability to retain nutrients 
of girls of 14 and up who were illegiti- 
mately pregnant. The majority of the 
group came from homes wherein an ille- 
gitimate pregnancy would cause emo- 
tional concern.’ However, two of the 
girls who were socially immature and 
of low intelligence, showed no signs of 
distress about their pregnancy. Both of 
these girls had been poorly fed before 
the study; yet both were able to retain 
ample nutrients for their infants and for 
themselves. The girls who were worried 
or distressed over their circumstances 
did not utilize their food as well; one 
girl, almost despondent over her situa- 
tion, lost nutrients heavily from her own 
body and ended her pregnancy with her 
own skeleton having lost twice the min- 
erals needed by her infant. 

These findings suggest that: (1) if the 
young mother is emotionally stable, she is 
apt to be in an excellent position to im- 
prove her own nutrition, as well as her 
baby’s, by eating a good diet during her 
pregnancy; (2) the favorable effect of 
pregnancy hormones on increasing the 
absorption and storage of needed nutri- 
ents by the pregnant woman can be 
wholly nullified by serious emotional 
problems in the pregnant mother. 

Using a different approach, a group of 
obstetricians in Aberdeen, Scotland, stud- 
ied the effects of the lifetime nutrition of 
the mother on the physical state of her 
baby.* They started with the assumption 
that girls who had been poorly fed since 
infancy would be more apt to be stunted 
and would not be as strong as girls who 
had always been well-nourished. They 
divided all the mothers of first-born chil- 
dren born in the city in one year’s time, 
about 3,500 of them, into three groups 
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according to height, and subdivided each 
group according to general health. Then 
they listed the result of pregnancy among 
the women of each group. 

In the study the lowest rates for pre- 
maturity (32 per 1,000 live births) and 
for deaths during the first week of life 
(19 per 1,000 live births) were found 
among the infants of the taller women in 
good general health. Infants of mothers 
in each group studied showed steadily in- 
creasing prematurity and death rates as 
the height and health of the mothers de- 
creased. The poorest group, women 
under 5 feet 1 inch, who were in unsatis- 
factory health, had the highest rates 
(152/1000 and 64/1000, respectively) for 
premature delivery and early death of 
infants. Poor nutrition throughout the 
mother’s life had increased the chance of 
prematurity in her infant five times, and 
more than tripled the chance of his death 
before one week of age. 


CHANGING HABITS 


The evidence is strong that the best 
insurance any baby can have for life 
and health is to be born of a mother who 
has been well nourished all her life. 
Thus, improvement in nutrition of pros- 
pective mothers at any age, if maintained, 
will result in improvement in infant 
health. Certainly it would be easier for 
a young woman to drink a quart of 
milk and eat more fruit and vegetables 
during pregnancy than to care later for 
a frail baby, susceptible to infections and 
difficult to feed. 

Malnutrition is, of course, not the only 
cause of premature delivery by a mother. 
It is, however, easily preventable at mod- 
erate cost. Daily ingestion of adequate 
amounts of nutritious foods by girls and 
young wives would decrease strikingly 
the incidence of prematurity in their in- 
fants. The foods needed include milk (or 
dry nonfat milk solids), organ and other 
meats (the cheaper cuts of meat are just 
as nutritious as the more expensive 
ones), cheese, eggs, fruits, and vegeta- 
bles, including salad and other greens. 
Such foods can be purchased as cheaply 
as the cakes, pie, and fancy rolls too 
often purchased instead. 

No one wishes to change his or her 
settled food habits; the advantages of 
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change must be made very clear. The 
greatest advantage is most obvious to 
the young pregnant woman—the health 
and vigor of her coming baby. Then, if 
ever, the young mother will be interested 
in improving her diet. She finds this 
easier and has a better foundation on 
which to build if she has good food 
habits in her early life. 

However, the most difficult problem 
is to reach the adolescent girl. Appeal 
must be made to beauty, not health, for 
these girls, and nutritious foods must be 
made as easy, or easier, for them to get 
as are foods of poor quality. If fried 
starchy foods and soft drinks only are 
available at the teen-age “hangout” those 
are the foods they will eat, to the exclu- 
sion of more nutritious foods served at 
home. Yet it is most important that the 
adolescent girl be maintained in good nu- 
trition, if she is to arrive at pregnancy 
with her own body completed and with 
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sufficient stores to provide ample nutri- 
ents for her infant during the critical 
first weeks of pregnancy when the sepa- 
rate organs are forming. 

No discussion of improvement in nu- 
trition of mothers-to-be is complete with- 
out mention of the role of the young 
father-to-be. When the young pregnant 
woman is given dietary advice, the com- 
mon answer is: “I can’t. I’d have to cook 
two separate meals, for my husband eats 
so few of these foods.” Sadly enough, 
they speak the truth. Though foods are 
so plentiful in this country, children are 
allowed to grow to maturity eating only 
a few foods, and those cooked in one or 
two ways. 

A potent argument for the young hus- 
band is to remind him that the coming 
baby is his, also. It is his wife’s duty 


to eat what she needs to bear a sturdy 
infant and it is his duty to see that she 
does. Taking this responsibility will not 
injure him in any way, and it may even 
help the next baby. If an expectant 
father is asked to become guardian of 
his wife’s diet, he usually assumes the 
responsibility, though it forces him to 
taste and to eat many foods he has never 
tried to eat before. After several months 
of eating well-balanced meals, the two 
young people have learned that they both 
feel better and are stronger than with 
their old haphazard ways of eating. An- 
other family has started on the road to 
good nutrition. 

Priceless gifts for a family to pass on 
to a child are a strong, well-nourished 
body and good food habits. A new family 
tradition of food habits, this time habits 
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of choosing foods that lead to good nu- 
trition, can be started best when a new 
family is starting. The mother who 
teaches her boys as well as her girls the 
wisdom of good nutrition, the proper 
rating of different foods according to 
their nutritious qualities, and the value 
of learning to eat a wide variety of 
foods to insure adequate intake of all 
nutritional essentials is upgrading the 
nutrition of her community and that of 
its unborn children. 
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Fatal accidents 
among women* 


Accidents cause about 23,000 deaths a 
year in the United States among women 
at ages 15 and over, and of these more 
than 10,000 occur before age 65. In the 
age range 15-64 years, accidental injuries 
take twice as many female lives as dia- 
betes and about 4 times as many as tuber- 
culosis. 

Far outranking all other types of mis- 
haps, motor vehicle accidents were re- 
sponsible for about three fifths of the 
fatal injuries among white women under 
65 years of age in 1954-55. The large 
majority of these women were occupants 
of a motor vehicle, either as passengers 
or drivers, at the time they were injured. 
All other types of transportation com- 
bined accounted for less than 5 percent 
the number killed in motor vehicle acci- 
dents, with aircraft taking a somewhat 
greater death toll than either railroads 
or water transportation. 

Accidents in and about the home in 
1954-55 were responsible for only one 
fifth of the fatal injuries among white 
women at ages 15-64, a surprisingly low 
proportion considering the large amount 
of time that these women spend in the 
home. Most of the other fatal accidents 
occurred on streets and highways, in 
places used for recreation and sports, 
and in public buildings, hospitals, and 
other resident institutions. Very few 
women lose their lives in industrial 
places. In the entire country, only about 
25 such deaths occur in the course of a 
year among white women at the main 
working ages, which speaks very well for 
the safety program of American industry. 

For all types of accidents combined, 
the death rate among white women in 
1954-55 decreased from 20.8 per 100,000 
at ages 15-19 to 13.3 at ages 25-34, but 
then rose steadily with advance in age to 
31.1 per 100,000 at 55-64 years. Motor 
vehicle accidents accounted for the great- 
er part of the mortality at every age 
period. At 15-19 years, four out of every 
five of the fatalities were due to motor 
vehicle mishaps. The proportion de- 
creased progressively as age increased, 
but even at ages 55-64 it was nearly one 
half. 

The actual death rates from motor ve- 
hicle accidents showed a somewhat differ- 
ent age picture. The highest rate from 
this cause was recorded at ages 15-19 
but the mortality was almost as high at 
55-64 years. In contrast, the death rates 
from the next leading types of accidents 
—falls and fires—begin at a low point in 
adolescence and rise with advance in age. 
Accidental falls, in particular, are con- 
centrated at the older ages. In fact, up 
to midlife the number of white women 
killed by accidental falls is less than the 
total who die in fires, but at ages 55-64 
falls take 3 times as many lives as fires. 
Drowning, gas poisoning, and firearm 
accidents, on the other hand, take a some- 


*Reprinted from Statistical Bulletin, Metro- 
politan Life Insurance Company, July 1958. 
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what greater toll of life at ages 15-19 
than at the older ages. 

The facts emphasize the need to extend 
and strengthen the safety education pro- 
gram for women. The deplorably high 
loss of life among them has shown no 
tendency to abate in recent years. Ameri- 
can women can do much more than they 
have to promote safety—not only their 
own but also that of their family-—by 
making their homes as free from hazards 
as possible, by careful supervision of 
children in their charge, and by inculcat- 
ing an attitude of safety in growing 
youngsters. 


Animal diseases 
and human health* 


On September 11-13, 1957, a Confer- 
ence on Animal Diseases and Human 
Health was held in New York City un- 
der the joint auspices of the New York 
Academy of Sciences and the Public 
Health Service’s Communicable Disease 
Center. 

The significance of these diseases was 
discussed from two viewpoints: the direct 
transfer of disease by parasites or by 
consumption of diseased meat and milk, 
and the reduction of food supplies caused 
by outbreaks of animal disease. 

Enzootic, epizootic, and zoonotic dis- 
eases were considered, along with means 
by which the diseases are transmitted. 
Some were examined because they pre- 
sent particular economic and public health 
threats; others because the study of ani- 
mal diseases may enlighten students of 
human. afflictions. 

The conference discussions are repre- 
sented here in summaries of 7 of the 
papers. The full proceedings are to be 
published by the New York Academy of 
Sciences. 


Orphan viruses 
of man and animal 


G. D. Hsiung and Joseph L. Melnick 
Yale University School of Medicine, 
New Haven, Conn. 


Refinement of tissue culture methods 
and expansion of their use into the field 
of virology has brought into focus large 
numbers of viruses heretofore unrecog- 
nized. It is well known that families of 
viruses, such as herpes and pox, exist in 
different species, and now it appears that 
there are also enteric viruses for a num- 
ber of different animal species. These are 
enteric cytopathogenic orphan viruses for 
humans (ECHO), monkeys (ECMO), 
bovines (ECBO), and swine (ECSO). 

ECHO viruses, of which there are at 
least 19 antigenic types, have been isolat- 
ed from normal children and from pa- 


*Reprinted from Public Hea'th Reports, April 
958. 
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tients with aseptic meningitis syndrome. 
Because the human diseases to which they 
belonged were unknown, and because they 
failed to produce illness in laboratory 
animals, including infant mice, they were 
originally called “orphan viruses.” 

The difference in colony (plaque) mor- 
phology and in host cell susceptibility 
have suggested that the ECHO viruses 
may be divided into two groups. The se- 
lection of the proper serum for antigenic 
identification has been made easier by 
such a preliminary grouping. 

ECMO viruses are included among the 
simian viruses of Hull and his colleagues. 
They may he divided into three groups 
according to their plaque morphology and 
patas cell susceptibility. Positive CF re- 
actions were obtained between strains of 
one group of ECMO viruses and human 


serum known to contain adenovirus anti- 
bodies. 

ECBO viruses isolated by Kumin and 
by Klein grow readily in bovine kidney 
cultures ; some have been found to propa- 
gate in monkey kidney cells, but not in 
HeLa cultures. Those tested have proved 
to be antigenically distinct from human 
viruses. 

ECSO viruses were isolated from new- 
born pigs by Moscovici in Italy. The 
virus grew rapidly in monkey and swine 
kidney cells, but HeLa cells failed to 
respond. 

In view of this study it is believed that 
colony morphology and cell susceptibility, 
classical criteria for classification of en- 
teric bacteria, are of similar value for 
identification of orphan viruses isolated 
from man and animal. 
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Vector relationships 
of arthropod-borne 
encephalitides 

in North America 


Roy W. Chamberlain 
Communicable Disease Center, 
Public Health Service, 
Montgomery, Ala. 


Although much remains to be learned 
about the ecology of the arthropod-borne 
encephalitides in North America, past and 
recent studies have provided a consider- 
able knowledge of these diseases. The 
most probable hosts and vectors have 
been revealed. 

Field investigations have shown fresh 
water swamps to be the foci of eastern 
equine encephalitis (EEE) infection. 
Wild birds captured in swamps have fre- 
quently been found infected, and numer- 
ous virus isolations have been made from 
Culiseta melanura, a swamp-inhabiting 
mosquito which feeds principally upon 
birds. 

Because of its restricted habitat and 
feeding preferences, C. melanura is prob- 
ably unimportant in the direct epidemic 
spread of EEE to horses and man. Al- 
though it appears to play the important 
role of maintaining the virus in its en- 
demic foci, the spread of the disease out- 
side of these foci is most likely dependent 
upon other mosquito species which feed 
commonly upon horses and man. 

Certain conditions appear necessary to 
permit an epizootic in horses (and an epi- 
demic in man) to occur. Bird infection 
within the swamp foci would need to be 
at high level, furnishing a relatively 
great source of virus for mosquito infec- 
tion. This condition would depend upon 
an adequate population of C. melanura 
(and perhaps other susceptible bird-feed- 
ing, swamp-inhabiting species), and a low 
immunity rate in the bird population. The 
latter would, in turn, depend upon a 
light infection rate the previous year. 
With a large number of birds infected, 
inevitably some of them fan out into ad- 
jacent nonswamp areas and serve as 
sources of infection for other mosquito 
species which will feed upon horses and 
man. The scattered distribution of the 
infected birds, together with a lack of 
strong bird-feeding proclivity on the part 
of the mosquitoes, results in only a very 
low mosquito infection rate; this must 
be compensated for by large mosquito 
numbers. If, in addition to all this, there 
is also a low immunity rate in the horse 
population, conditions are proper for an 
epizootic. Once the epizootic is under 
way, some transmission from horse to 
horse by mosquitoes and biting flies with- 
out the intervention of birds is probably 
also possible. 

The ecology of western equine encepha- 
litis (WEE) has undergone intensive in- 
vestigation over many years. Serologic 
and virus isolation studies in wild birds 
have firmly established their role as the 
most important hosts, and hundreds of 
isolations of the virus from Culex tar- 
salis attest to the close association of this 
mosquito species with natural sources of 
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infection. Since it is widespread in dis- 
tribution, occurs in large numbers, feeds 
freely upon man and horses as well as 
birds, is exceptionally susceptible to in- 
fection, and transmits with high efficiency, 
it fulfills requirements for both an 
endemic and epidemic vector. It un- 
doubtedly is responsible for the bulk of 
the WEE transmission to birds, horses, 
and man throughout its range in the 
western part of the United States. Aedes 
mosquitoes appear to play only a minor 
role in epidemic transmission. 

Until a few years ago the distribu- 
tion of WEE was believed to be limited 
to that of C. tarsalis. It is now known 
that it does occur in mosquitoes and 
birds in the East in the absence of C. 
tarsalis, however, but does not cause dis- 
ease in man and is only rarely seen clini- 
cally in horses. In the East the enzootic 


status of WEE appears to be similar to 
that of EEE, with C. melanura in fresh- 
water swamps playing the role of the 
principal enzootic vector. The absence 
of a highly efficient epidemic vector, such 
as C. tarsalis, is probably the main factor 
in keeping the virus within discrete en- 
zootic foci. Also, laboratory studies have 
shown that animals immune to EEE re- 
spond to WEE infections with signifi- 
cantly lower viremias. This may be a 
contributing determent to the epidemic 
spread of WEE in areas where a high 
proportion of birds and horses possess 
EEE antibody. 

St. Louis encephalitis (SLE), like 
EEE and WEE, is primarily an infection 
of birds transmitted by mosquitoes, with 
man an unfortunate, accidental host. The 
virus of SLE differs from those of EEE 
and WEE, however, in having a reversed 
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Changing picture of 
murine typhus 


Harry D. Pratt 
Communicable Disease Center, 
Public Health Service, Atlanta, Ga. 


The changing picture of murine typhus 
in the United States can be shown by 
comparing two 4-year periods, 1941-44 
and 1953-56. In the first period the num- 
her of cases of murine typhus increased 
to a peak of 5,401 in 1944, while in the 
latter period the number of cases de- 
creased to 98 in 1956. This is the first 
year since 1924 that less than 100 cases 
of murine typhus have been officially re- 


| ported to the Public Health Service. 


Treatment in the first period was large- 
ly symptomatic; today, broad spectrum 
antibiotics, such as chloromycetin, aureo- 
mycin, and terramycin, give quick and 
effective cures. The use of these new 
drugs, however, probably obscures the 
true incidence of the disease. They mask 
all types of rickettsia infection, making 
diagnosis with laboratory confirmation 
difficult or rare. 

Prevention of murine typhus during the 
first 4-vear period was based on control- 
ling rat fleas, rat trapping, rat poisoning 
(using relatively ineffective rodenticides 
such as red squill), rat proofing, and 
sanitation. Today, in addition to these 
methods, there are powerful insecticides 
which control infected rat fleas for weeks 
or months. Many new rodenticides have 
heen developed, particularly the anticoag- 


_ ulants, which control rodents effectively 


and thus limit the flea population. 
Improved sanitation programs in cities 


| throughout the United States, and in- 


mosquito susceptibility range. It readily 
infects all species of Culex mosquitoes 
which have been tested, whereas EEE 
and WEE viruses find most Culex species 
(except C. tarsalis) almost totally re- 
fractory. 

In the far west, C. tarsalis is the main 
vector of SLE and, as would be expected 
from the breeding habits of this mos- 
quito, most of the human cases are rural. 
A different situation exists in the central 
and east central States, where C. tarsalis 
is not abundant. There Culex pipiens or 
Culex quinquefasciatus are apparently the 
important epidemic vectors and a high 
proportion of the cases are urban or sub- 
urban. 

The mechanics of an urban epidemic 
appear clear. Infected wild birds prob- 
ably introduce the virus to high popula- 
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tions of suburban and urban C. pipiens 
or C. quinquefasciatus, which rapidly 
spread it to city-dwelling birds and 
chickens. These, in turn, serve as a ready 
source of infection for additional num- 
bers of the mosquitoes. A consequence 
of the resultant bird epizootic is exposure 
of a large segment of the human popula- 
tion to infection by mosquito bite. The 
vectors responsible for the initial infec- 
tion of the wild birds are unknown, but 
widespread sylvan mosquitoes may be in- 
volved. 

Control measures through vector abate- 
ment are often economically impractical. 
Only urban SLE gives immediate promise 
of relatively inexpensive control. It is 
obvious, therefore, that continued investi- 
gations on the ecology of encephalitis are 
necessary. 


| creasing reliance of private industry on 
| commercial pest control services, have 
| probably had a long-term influence on the 
| steady decrease of murine typhus. 


Brucellosis in livestock 


C. K. Mingle 
U. S. Department of Agriculture, 
Washington, D. 


Brucellosis in livestock continues to be 
an important economic burden and public 
health threat in many sections of the 
United States. 

Since 1934 a cooperative State-Federal 
program for the control and eradication 
of bovine brucellosis has been in opera- 
tion. During that time the number of 
reactors disclosed through blood aggluti- 
nation testing has declined from 11.5 to 
1.8 percent of the animals checked. A 
similar reduction has occurred in the 
number of herds carrying the infection. 
For fiscal year 1935, infected animals 
were found in 36.2 percent of the blood- 
tested herds. As of June 30, 1957, this 
figure was 10.5 percent. 

In October 1954 the bovine brucellosis 
eradication campaign was accelerated by 
additional Federal funds, and progress 
during the past 3 years exceeded that re- 
ported for any similar period since the 
program’s inception. At present approxi- 
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mately half of all cattle in the United 
States are under supervision for the con- 
trol and eradication of brucellosis. 

The initial goal of the eradication cam- 
paign is to establish and maintain certi- 
fied brucellosis-free areas. This designa- 
tion signifies that the infection appears in 
no more than 1 percent of the animals 
and 5 percent of the herds. At the end 
of fiscal year 1957, 735 counties and 7 
entire States were certified. Another 712 
counties were actively working on pro- 
grams leading to certification. This means 
that nearly 50 percent of all counties in 
the United States, Puerto Rico, and the 
Virgin Islands are either certified or are 
rapidly approaching that status. It is es- 
timated that by June 30, 1958, a total of 
16 States will be certified. 

If the present level of field operations 
can be maintained, there is every reason 
to believe that the incidence of bovine 
brucellosis throughout the United States 
can be reduced to 1 percent or less by 
1960. 


Brucellosis in man 


Norman B. McCullough 
National Institutes of Health, 
Public Health Service, 
Bethesda, Md. 


With more widespread pasteurization 
of milk and other dairy products, brucel- 
losis in the United States has become 
almost entirely an occupational disease 
affecting persons intimately exposed to 
infected animals or their tissues. In the 


last 10 years the number of cases report- 
ed annually has dropped considerably ; 
nevertheless, if one excepts salmonellosis 
deriving from animal sources, brucellosis 
in the United States still has a higher re- 
ported incidence than any other disease 
of animals transmitted to man. 

While great strides have been made in 
the last few years in the control of bo- 
vine brucellosis, and the incidence of the 
infection in cattle has been greatly re- 
duced, the decrease in notified incidence 
in man cannot be clearly related to the 
success of the control program. Swine 
continue to be an important source of 
infection for man. 

Despite the decrease in the number of 
reported cases, the problem of establish- 
ing the diagnosis of the disease in man 
remains an important one. Isolation of 
the organism from the patient is the only 
proof of diagnosis. A significant titer in 
the standard seroagglutination test, or a 
rising titer, provides presumptive confir- 
mation of a clinical diagnosis. In chronic 
brucellosis a fluctuating titer is suggestive 
of active disease. The widespread and 
often indiscriminate use of the broad- 
spectrum antibiotics makes cultural proof 
more difficult, and greater dependence 
must be placed upon the agglutination 
test. The skin test has no value as a 
diagnostic aid. 

The current therapy of choice consists 
of a combination of dihydrostreptomycin 
and tetracycline, with or without the ad- 
dition of sulfadiazine or triple sulfona- 
mide. As all presently available drugs 
primarily suppress the infection, treat- 
ment must be continued for a period of 


time sufficient to allow the body to dis- 
pose of the infection. Bed rest is essen- 
tial. Local lesions may require longer 
medical treatment or definitive surgical 
treatment. 


Neutralizers 
of human viruses 
in animal serums 


Morton Klein 
Temple University, Philadelphia, Pa. 


Certain domestic animals, particularly 
cows, have neutralizing substances in 
their serums against certain human vi- 
ruses such as polioviruses, coxsackie, and 
adenoviruses. These antibodies occur in 
the absence of any known infection with 
the agents and raise the question of their 
interpretation. Are they true antibodies? 

A study of the neutralizing substance 
against polioviruses in cow serums re- 
vealed the following characteristics: It is 
a globulin, heat stable at 60° C. for 30 
minutes and highly specific. Some serums 
have no neutralizing substances; others 
have neutralizing substances to types 1, 2, 
and 3 polioviruses or combinations of 
these. There is evidence of passive trans- 
fer: newborn calves commonly have neu- 
tralizing substances that disappear at 4 
to 5 months and gradually reappear over 
a period of time in the traditional fashion 
of antibodies. Titers are variable and 
may be quite high: dilutions greater than 
1:128 neutralize 100 TCD. 

A review of the literature indicates 
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that although certain nonspecific inhibi- 
tors may have one or more of these 
properties, no substance other than spe- 
cific antibody is known to have all of 
these properties. 

Even when one has determined that he 
is dealing with a true antibody, a more 
difficult question remains. What is the 
nature of the antigenic stimulus for the 
antibody? Cross reactions between vi- 
ruses of which there are already many 
examples (canine distemper and measles, 
vaccinia and variola, swine influenza and 
influenza, psittacosis and lymphogranu- 
loma venereum) make final interpreta- 
tion or origin impossible. 

The problem is particularly difficult in 
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surveys of animal serums when one does 
not have the orienting information of a 
known reservoir, or an epidemic situation 
with a characteristic clinical picture and 
paired serums to observe a fourfold rise 
in titer. 

Although one may conclude that the 
neutralizing substances in bovine serums 
are true antibodies that react with polio- 
viruses, coxsackie, and adenoviruses, the 
final interpretation as to the origin of 
these antibodies requires the isolation of 
a specific agent that can explain the anti- 
body pattern. In the absence of such iso- 
lations, the origin must remain an object 
of closely reasoned but inconclusive spec- 
ulation. 


Viral hepatitis 
in animals and man 


Morris Pollard 
University of Texas Medical Branch, 
Galveston, Tex, 


Viral hepatitis has been described in 
man and other animals, including dogs, 
pigs, mice, and ducks. Such viral agents 
appear to be characteristically narrow in 
their host susceptibility. Since for lab- 
oratory investigations the viral hepatitis 
agents of man are not transmissible to 
other animal species and are difficult to 
evaluate in tissue culture, mouse hepatitis 
virus has been studied as a possible pro- 
totype of the human equivalent. 

Mouse hepatitis virus in embryonated 
chicken eggs induces changes resembling 
the effect of acute serum from viral hepa- 
titis of man. Inoculums containing virus 
induce an increase in the number of 
lymphoid cells in the allantoic fluid; in 
inoculums containing heat-inactivated vi- 
rus, the cellular response is absent. Serial 
passage of inoculated egg material has 
failed to show reproduction of murine 
and human hepatitis viruses in avian tis- 
sue. Four logs of mouse-infective virus 
are required to elicit the cytological re- 
sponse in embryonated eggs, thus indicat- 
ing that the egg is very much less sensi- 
tive to virus than the natural host. 

Mouse hepatitis virus does not propa- 
gate in “L” strain of mouse fibroblast in 
tissue cultures, and human hepatitis virus 
has induced no detectable cytopathogenic 
effect in cultures of human tissues. 

A soluble complement-fixing antigen 
has been extracted from liver emulsions 
of mice infected with hepatitis. The anti- 
gen can withstand desiccation, heat, ex- 
traction with ether, and freezing; it does 
not sediment at 120,000 gravities for 2 
hours. “Normal” liver does not contain 
this antigen. An antigenic relationship of 
mouse hepatitis virus to human disease 
has not been demonstrated. 


Books received 


Books received for review during the 
period from August 5 to September 2 are 
listed below. Reviews will be published 
as space permits. 


ESSENTIALS OF PEDIATRICS. By Philip 
C. Jeans, A.B., M.D., Late Professor of Pedi- 
atrics, State University of Iowa, Iowa City; F. 
Howell Wright, B.S., M.D., Professor of Pedi- 
atrics, University of Chicago; Florence G. 
Blake, R.N., M.A., Associate Professor of 
Nursing Education (Nursing Care of Children), 
University of Chicago. Ed. 6. Cloth. Pp. 714, 
with illustrations. Price $6.00. J. B. Lippincott 
Company, East Washington Square, Philadel- 
phia 5, 1958. 


EPILEPSY HANDBOOK. By Frederic A. 
Gibbs, M.D., Professor of Neurology and Di- 
rector of the Division of Electroencephalogra- 
phy, University of Illinois School of Medicine, 
Chicago, Illinois; and Frederick W. Stamps, 
M.D., Director of the Consultation Clinic for 
Epilepsy, University of Illinois School of Medi- 
cine, Chicago, Illinois. Cloth. Pp. 101, with 
illustrations. Price $4.75. Charles C Thomas, 
Publisher, 301-327 East Lawrence Avenue, 
Springfield, Illinois, 1958. 
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CONGENITAL ANOMALIES OF THE 
HAND AND THEIR SURGICAL TREAT- 
MENT. By Arthur Joseph Barsky, M.D., 
D.D.S., Attending Surgeon for Plastic Surgery, 
Mt. Sinai Hospital, New York City; Professor 
of Clinical Surgery, Albert Einstein College of 
Medicine, New York City; Attending Plastic 
Surgeon, The Bronx Municipal Hospital Cen- 
ter, New York City; Attending Plastic Surgeon, 
Beth Israel Hospital, New York City; Attend- 
ing Plastic Surgeon, Bronx Hospital, New York 
City; Consulting Plastic Surgeon, New York 
State Rehabilitation Hospital, West Haverstraw, 
New York; Consulting Plastic Surgeon, Beth 
El Hospital, Brooklyn, New York; Fellow of 
the New York Academy of Medicine; American 
Board of Plastic Surgery; American Society for 
Surgery of the Hand; American Society of 
Plastic and Reconstructive Surgery; American 
Association of Military Surgeons; Associate 
Member of the Brazilian College of Surgeons, 
British Association of Plastic Surgeons, and 
Mexican Association of Plastic Surgeons; For- 
merly Lieutenant Colonel, M.C., A.U.S. Cloth. 
Pp. 165, with illustrations. Price $5.75. Charles 
C Thomas, Publisher, 301-327 East Lawrence 
Avenue, Springfield, Illinois, 1958. 


THE YEAR BOOK OF CANCER. Compiled 
and Edited by Randolph Lee Clark, Jr., B.S., 
M.D., M.Sc. (Surgery), D.Sc. (Hon.) Houston, 
Texas, Director and Surgeon-in-Chief, The 
University of Texas, M. D. Anderson Hospital 
and Tumor Institute; Professor of Surgery, 
The University of Texas Postgraduate School 
of Medicine; Clinical Professor of Surgery, 
Baylor University College of Medicine; Fellow, 
American College of Surgeons; and Russell W. 
Cumley, B.A., M.A,, D., Houston, Texas, 
Director of Publications, The University of 
Texas, M. D. Anderson Hospital and Tumor 
Institute; Professor of Medical Journalism, The 
University of Texas Postgraduate School of 
Medicine. Cloth. Pp. 523, with illustrations. 
Price $8.00. The Year Book Publishers, 200 
East Illinois Street, Chicago, 1958. 


CLAYTON’S ELECTROTHERAPY AND 
ACTINOTHERAPY. A Textbook for Student 
Physiotherapists. By Pauline M. Scott, M.C.S.P., 
T.E.T., T.M.M.G., Physiotherapy School, King’s 
College Hospital, London. Ed. 3. Cloth. Pp. 
427, with illustrations. Price $6.50. The Wil- 
liams & Wilkins Company, Mount Royal and 
Guilford Avenues, Baltimore 2, 1958. 
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THE PRACTICE OF NUCLEAR MEDI. 
CINE. By William H. Blahd, M.D., Chief, 
Radioisotope Service, Veterans Administration 
Center, Los Angeles, California; Assistant Clin. 
ical Professor of Medicine, School of Medicine 
and Medical Physics Physician, Radiological 
Safety Division, University of California at 
Los Angeles; Franz K. Bauer, M.D., Chief, 
Outpatient Services, Los Angeles County Hos- 
pital; Associate Clinical Professor of Medicine 
and Coordinator of Radioisotope Research, Uni- 
versity of Southern California School of Medi- 
cine; Associate Clinical Professor of Medicine, 
College of Medical Evangelists School of Medi- 
cine; Attending Specialist—Radioisotope Serv- 
ice, Veterans Administration Center, Los An- 
geles, California; and Benedict Cassen, Ph.D., 
Chief, Medical Physics Section, Atomic Energy 
Project and Clinical Professor of Biophysics, 
University of California at Los Angeles School 
of Medicine; Consultant in Radioisotopes—Ra- 
dioisotope Service, Veterans Administration 
Center, Los Angeles, California. Cloth. Pp. 
407, with illustrations. Price $12.50. Charles C 
Thomas, Publisher, 301-327 East Lawrence Ave- 
nue, Springfield, Illinois, 1958. 


GRUNDLAGEN EINER PHYSIOLOGI- 
SCHEN CHIRURGIE. Gedanken zur Biologie 
Der Gewebe. By Prof. Dr. Med. Rene Leriche. 
Paper. Pp. 248. Price $28.60. Hippokrates- 
Verlag, GMBH, Morikestrasse 17, Stuttgart 1, 
Germany, 1958. 


INFECTIOUS DISEASES OF CHILDREN. 
By Saul Krugman, M.D., New York, N.Y., As- 
sociate Professor of Pediatrics, New York Uni- 
versity College of Medicine; Visiting Pediatri- 
cian, Bellevue Hospital; Director, Communica- 
ble Disease Unit, Bellevue Hospital Center; 
Attending Pediatrician, University Hospital; 
Formerly Assistant Visiting Physician, Willard 
Parker Hospital; and Robert Ward, M.D., Los 
Angeles, Calif., Professor and Head of the 
Department of Pediatrics, University of South- 
ern California; Physician-in-Chief, Children’s 
Hospital, Los Angeles, California; Formerly 
Professor of Pediatrics, New York University 
College of Medicine, and Visiting Pediatrician, 
Bellevue Hospital, New York, N.Y. Cloth. Pp. 
340, with illustrations. Price $10.00. The C. V. 
Mosby Company, 3207 Washington Boulevard, 
St. Louis 3, 1958. 


RADIATION PROTECTION. By Carl B. 
Braestrup, Director, Physics Laboratory, Fran- 
cis Delafield Hospital; Associate, Department of 
Radiology, Columbia University, New York, 
New York; Member Executive Committee, Na- 
tional Committee on Radiation Protection and 
Measurements; and Harold O. Wyckoff, Chief, 
Radiation Physics Laboratory, National Bureau 
of Standards, Washington, D.C.; Secretary, In- 
ternational Commission on Radiological Units 
and Measurements. Cloth. Pp. 361, with illus- 
trations. Price $10.50. Charles C Thomas, 
Publisher, 301-327 East Lawrence Avenue, 
Springfield, Illinois, 1958. 


HEMOPHILIC ARTHROPATHIES. By 
Henry H. Jordan, M.D., Orthopaedic Surgeon, 
Lenox Hill, Hospital; Chief of Hemophilia 
Clinic, Lenox Hill Hospital, O.P.D., New York 
City; Consulting Orthopaedic Surgeon, Manhat- 
tan State Hospital; Orthopaedic Surgeon, Na- 
tional Hemophilia Foundation. Cloth. Pp. 255, 
with illustrations. Price $8.50. Charles C 
Thomas, Publisher, 301-327 East Lawrence Ave- 
nue, Springfield, Illinois, 1958. 


A SYNOPSIS OF SURGICAL ANATOMY. 
By Alexander Lee McGregor, M. Ch. (Edin.), 
F.R.C.S. (Eng.), Consulting Surgeon, Johannes- 
burg General Hospital, Honorary Research As- 
sociate, University of the Witwatersrand. Ed. 
8. Cloth. Pp. 808, with illustrations. Price 
$7.00. The Williams & Wilkins Company, 
Mount Royal and Guilford Avenues, Baltimore 
2, 1957. 


OPERATIVE SURGERY. Volume 8. Un- 
der the General Editorship of Charles Rob, 
M.C., M.CHIR., F.R.C.S., Professor of Sur- 
gery, St. Mary’s Hospital, London; and Rodney 
Smith, M.S., F.R.C.S., Surgeon, St. George’s 
Hospital, London. Cloth. Pp. 199, with illus- 
trations. Price $19.50. F. A. Davis Company, 
1914-16 Cherry Street, Philadelphia 3, 1958. 


A DOCTOR SPEAKS HIS MIND. By 
Roger I. Lee, M.D. Cloth. Pp. 120. Price 
$3.00. Little, Brown and Company, 34 Beacon 
Street, Boston 6, 1958. 
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SYSTEMIC OPHTHALMOLOGY. Edited 
by Arnold Sorsby. Ed. 2. Cloth. Pp. 701, with 
illustrations. Price $25.00. The C. V. Mosby 
Company, 3207 Washington Boulevard, St. 
Louis 3, 1958. 


CIBA FOUNDATION COLLOQUIA ON 
ENDOCRINOLOGY. Volume 12. Hormone 
Produetion in Endocrine Tumours. Editors for 
the Ciba Foundation, G. E. W. Wolstenholme, 
O.B.E., M.A., M.B., B.Ch.; and Maeve O’Con- 
nor, B.A. Cloth. Pp. 351, with illustrations. 
Price $9.00. Little, Brown & Company, 34 Bea- 
con Street, Boston 6, 1958. 


DISEASES OF THE LIVER AND BILI- 
ARY SYSTEM. By Sheila Sherlock, M.D. 
(Edin.), F.R.C.P. (Lond.), M.R.C.P. (Edin.), 
Physician and Lecturer, Department of Medi- 
cine, Postgraduate Medical School, University 
of London. Ed. 2. Cloth. Pp. 719, with illus- 
trations. Price $11.50. Charles C Thomas, Pub- 
lisher, 301-327 East Lawrence Avenue, Spring- 
field, Illinois, 1958. 


TRANSPORTATION OF THE INJURED. 
By Carl B. Young, Jr., M.P.H.; and Carl B. 
Young, M.D., F.A:C.S., Collaborating Physi- 
cian. Cloth. Pp. 238, with illustrations. Price 
$6.75. Charles C Thomas, Publisher, 301-327 
East Lawrence Avenue, Springfield, Illinois, 
1958. 


HUMAN DISSECTIGN—ITS DRAMA 
AND STRUGGLE. By A. M. Lassek, M.D., 
Ph.D., Department of Anatomy, Boston Univer- 
sity School of Medicine, Boston, Massachusetts. 
Cloth. Pp. 310, with illustrations. Price $6.50. 
Charles C Thomas, Publisher, 301-327 East 
Lawrence Avenue, Springfield, Illinois, 1958. 


COCCIDIOIDOMYCOSIS. By Marshall J. 
Fiese, M.D., F.A.C.P., Director of Health Serv- 
ices, Fresno State College; Clinical Instructor 
in Medicine, Stanford University School of 
Medicine; Consultant in Internal Medicine and 
formerly Chief, Medical Service, Fresno Vet- 
erans Administration Hospital. Cloth. Pp. 253, 
with illustrations. Price $9.50. Charles C 
Thomas, Publisher, 301-327 East Lawrence Ave- 
nue, Springfield, Illinois, 1958. 


DIAGNOSTIC ANATOMY. By Weston D. 
Gardner, M.D., Associate Professor of Anat- 
omy, Marquette University School of Medicine; 
Director of Medical Education, Evangelical 
Deaconess Hospital, Milwaukee, Wisconsin. 
Cloth. Pp. 376, with illustrations. Price $10.00. 
The C. V. Mosby Company, 3207 Washington 
Boulevard, St. Louis 3, 1958. 


BASIC CARDIOLOGY. By T. E. Gumpert, 
M.B., Ch.B. (Sheff.), F.R.C.P. (Lond.) Physi- 
cian, Royal Hospital, Sheffield, and Jessop Hos- 
pital for Women, Sheffield; Lecturer in Medi- 
cine. University of Sheffield; Examiner in 
Medicine to the Conjoint Board of England. 
Cloth. Pp. 168, with illustrations. Price $6.00. 
The Williams & Wilkins Company, Mount 
Royal and Guilford Avenues, Baltimore 2, 1958. 


SIMPLE METHODS OF CONTRACEP- 
TION—AN ASSESSMENT OF THEIR MED- 
ICAL, MORAL AND SOCIAL IMPLICA- 
TIONS. Edited by Winfield Best and Fred- 
erick S. Jaffe. Cloth. Pp. 63, with illustrations. 
Price—free with $.25 postage and handling 
charge. Planned Parenthood Federation Of 
America, publisher, 501 Madison Avenue, New 
York 22, 1958. 


PRINCIPLES OF RADIOGRAPHIC EX- 
POSURE AND PROCESSING. By Arthur W. 
Fuchs. Cloth. Pp. 284, with illustrations. Price 
$10.50. Charles C Thomas, Publisher, 301-327 
East Lawrence Avenue, Springfield, Illinois. 
1958. 


THE PRESENTATION OF TECHNICAL 
INFORMATION. By Reginald O. Kapp, B.Sc. 
(Eng.), M.I.E.E., Formerly Pender Professor 
of Electrical Engineering, University College, 
London; Dean of the Faculty of Engineering 
in the University of London. Cloth. Pp. 147. 
Price $2.95. The Macmillan Company, 60 Fifth 
Avenue, New York 11, 1957. 


THE AUTHOR-PUBLISHER-PRINTER 
COMPLEX. By Robert S. Gill. Ed. 3. Cloth. 
Pp. 134, with illustrations. Price $2.25. The 
Williams & Wilkins Company, Mount Royal 
and Guilford Avenues, Baltimore 2, 1958. 
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THE ESOPHAGUS. Medical & Surgical 
Management. By Edward B. Benedict, M.D., 
F.A.C.S., Assistant Clinical Professor of Sur- 
gery, Harvard Medical School, Endoscopist, 
Massachusetts General Hospital; and George L. 
Nardi, M.D., F.A.C.S., Clinical Associate in 
Surgery, Harvard Medical School, Assistant 
Surgeon, Massachusetts General Hospital. Fore- 
word by Edward D. Churchill, M.D., F.A.C.S. 
Cloth. Pp. 390, with illustrations. Price $15.00. 
Little, Brown & Company, 34 Beacon Street, 
Boston 6, 1958. 


THE PRACTICAL USE OF THE MICRO- 
SCOPE. Including Photomicrography. By 
George Herbert Needham, M.S., F.R.M.S., 
Past President of the New York Microscopical 
Society; Past President of the San Francisco 
Microscopical Society (Reorganized 1946); Lec- 
turer in Microscopy and Photomicrography, 
University of California Medical School, Uni- 
versity Extension, San Francisco, California; 
Consultant in Microscopy and Photomicrogra- 
phy. Cloth. Pp. 493, with illustrations. Price 
$15.50. Charles C Thomas, Publisher, 301-327 
East Lawrence Avenue, Springfield, Tllinois, 
1958. 


the 


Gentlemen: | am interested in the Pelton time-saving Autoclave. 
Please send me more information and prices on model. 


HOSPITAL PLANNING FOR THE ANES.- 
THESIOLOGIST. By William H. L. Dornette, 
M.D., Professor of Anesthesiology and Head of 
the Department, The University of Tennessee 
College of Medicine, Memphis, Tennessee; 
Anesthesiologist-in-Chief, The John Gaston Hos- 
pital; Chairman, Committee on Hospital Plan- 
ning and Construction, American Society of 
Anesthesiologists, 1954-1958; Formerly, Assist- 
ant Professor of Anesthesiology, The University 
of Wisconsin CoHege of Medicine, Madison, 
Wisconsin; The University of California School 
of Medicine, Los Angeles, California. Cloth. 
Pp. 119, with illustrations. Price $5.25. Charles 
C Thomas, Publisher, 301-327 East Lawrence 
Avenue, Springfield, Illinois, 1958. 


EROGENEITY AND LIBIDO. Addenda to 
the Theory of the Psychosexual Development 
of the Human. Volume One, Psychoanalytic 
Series. By Robert Fliess, M.D. Cloth. Pp. 325. 
Price $7.50. International Universities Press, 
Inc., 227 West 13 Street, New York 11, N.Y., 
1956. 


when you can sterilize 
FASTER and SAFER 
in the 


PELTON 
AUTOCLAVE 


, So Easily Operated 


TRANSFER 

After loading, simply trans- 
fer steam from reserve to 
sterilizing chamber. In only 
a few seconds, temperature 
is attained. 


DISCHARGE 
When sterilization is com- 
pleted, discharge steam to 
condenser after closing 
transfer valve and crack 
open the door. 


UNLOAD 
In a minute or two entire 
contents are removed com- 
pletely sterile and dry. The 
autoclave is ready for sec- 
ond load. 


AVAILABLE 
IN 2 SIZES: : 
Model FL-2, 
6” x 12” sterilizing chamber : 
Ft-2 
Model HP-2, 
x 16” sterilizing chamber Name. 
See your dealer City & State 
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Until you provide 


GREATER RELIEF 
with longer-acting* 


Novahistine 


g as 12 hours. 


*A single dose provides relief for as lon 


Novahistine LPt combines the action of a 
quick-acting sympathomimetic with an 
antihistaminic drug for a greater decon- 
gestive effect. 


Each LP tablet contains: 
Phenylephrine hydrochloride 
Chlorprophenpyridamine maleate. 4 mg. 
Supplied in bottles of 50 and 250 tablets. 


Usual dose: Two tablets, morning and 
evening. For mild cases (and children), 


1 tablet. Occasional patients may require 
a third daily dose, which can be safely 
tTrademark 


given. 


PITMAN-MOORE COMPANY 


DIVISION OF ALLIED LABORATORIES, INC. 
INDIANAPOLIS 6, INDIANA 
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Changes of address and 


new locations 


Ackerman, Max, from 891 Forest Ave., to 1018 E. 163rd St., 
Bronx 59, N.Y. 

Allen, Russell, CCO ’58; 2225 Grand Blanc Road, Grand Blanc, 
Mich. 

Altig, Francis M., from Los Angeles, Calif., to 1629 W. Glen- 
oaks Blvd., Glendale 1, Calif. 

Anderson, Melvin J., Jr., from Milwaukee, Wis., to 7223 S. 
Jeffery Ave., Chicago 49, Ill. 

Armstrong, Paul E., from Carson City, Mich., to 6158 Harri- 
son, Garden City, Mich. 

Athens, William J., from 1087 Dennison Ave., to 241 Topsfield 
Road, Columbus 4, Ohio 

Atkins, Charles E., from 311 N. Fulton St., to 2025 E. Da- 
kota St., Fresno 3, Calif. 

Austin, Eugene Park, PCO ’57; 653 Locust St., Columbia, Pa. 

Autore, Guy M., COPS ’57; 13105 S. Hoover St., Gardena, 
Calif. 

Ayers, Clive R., from Grant, Iowa, to Fourth & Poplar Sts., 
Atlantic, Iowa 

Azarian, Albert, from Los Angeles, Calif., to 261 Baxter Ave., 
North Sacramento 15, Calif. 

Barker, Samuel P., III, PCO ’57; 1222 Cleveland St., Clear- 
water, Fla. 

Barnhill, Leonard L., from Bowling Green, Mo., to Manchester 
Road, Ellisville, Mo. 

Baumeier, Arlo P., from Pleasant Hill, Mo., to Box 7, Lathrop, 


Mo. 

Bellenson, Leonard, Andrew, from Los Angeles, Calif., to 7207 
Alabama Ave., Canoga Park, Calif. 

Berger, Owen J., from Detroit, Mich., to 20010 Ecorse Road, 
Dearborn, Mich. 

Binning, Rosalyn L., from Whittier, Calif., to 111 W. Ash St., 
Brea, Calif. 

Binning, William A., from Whittier, Calif., to 111 W. Ash St., 
Brea, Calif. 

Bisson, Casimir, A., from 126 E. Morse Blvd., to 139 E. New 
England Ave., Winter Park, Fla. 

Bolger, Tommy P., COPS ’57; 9858 Cedar St., Bellflower, Calif. 

Bragg, Charles H., from Big Sandy, Texas, to 1221 W. Jeffer- 
son Blvd., Dallas 8, Texas 

Brothers, Maxwell R., from 3200 W. Sixth St., to Los Angeles 
County Osteopathic Hospital, 1100 N. Mission Road, Los 
Angeles 33, Calif. 

Bumstead, Arthur P., from 611 Fifth Ave., to 315 Mulholland 
St., Bay City, Mich. 

Burge, Lester K., Jr., PCO ’57; 2514 Jefferson St., Wilmington 
2, Del. 

Burton, Bernard A., from Corpus Christi, Texas, to Stockdale, 
Texas 

Caldwell, Alton Brown, from Marietta, Ohio, to 507 Main St., 
Point Pleasant, W. Va. 
Camnitz, Leonard, from Cape Girardeau, Mo., to Lamb Me- 
morial Hospital, 1560 Humboldt St., Denver 18, Colo. 
Cangiano, Pasquale Louis, COPS ’57; 2843 E. Eckleson St., 
Lakewood, Calif. 

Carter, Hal K., from Detroit, Mich., to 29039 E. River Road, 
Grosse Ile, Mich. 

Charney, Norman Murry, PCO ’57; 14139 E. Imperial High- 
way, Whittier, Calif. 

Chasan, Fred, from 17223 S. Crenshaw Blvd., to 16636 Cren- 
shaw Blvd., Torrance, Calif. 

Chelland, Francis J., from Erie, Pa., to Box 227, Waterford, Pa. 

Chimerakis, James C., from 2871 S. W. 38th Court, to 3412 
Coral Way, Miami 45, Fla. 

Clark, Jack A., from Chicago, IIl., to Orangeville, Ill. 

Clevenger, Arthur A., DMS 58; Oklahoma Osteopathic Hospi- 
tal, Ninth St. & Jackson Ave., Tulsa 7, Okla. 

Collins, Walter L., Jr., from Marysville, Ohio, to 130 N. De- 

troit St., Bellefontaine, Ohio 
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complicated by 
useless, exhausting 


Novahistine-DH" 


(fortified Novahistine with dihydrocodeinone) 


When “head colds” become “chest 
colds” Novahistine-DH promptly 
controls coughs and keeps air pas- 
sages of both head and chest clear 
of obstruction. 


Each teaspoonful (5 cc.) of grape-flavored 


Novahistine-DH contains: 

Phenylephrine hydrochloride....... 10 mg. 
Prophenpyridamine maleate....... 12.5 mg. 
Dihydrocodeinone bitartrate........ 1.66 mg. 
Chloroform (approx.)............. 13.5 mg. 
Supplied in pint and gallon bottles. 
*Trademark 


DIVISION OF ALLIED LABORATORIES, INC. 


PITMAN-MOORE COMPANY 
INDIANAPOLIS 6, INDIANA 
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MODERNIZE YOUR OFFICE 


new SIEELINE 


Equipment selection for your treatment room is easy 
when you choose STEELINE. Every piece is designed to 
make the day’s work easier, faster and more pleasant. 


For complete specifications consult your new Aloe 
General Catalog. Your Aloe representative will be 
glad to assist you in every way. Dept. 116 


14 fully-stocked 
a.s. aloe company Gti... 


1831 OLIVE STREET ¢ ST. LOUIS 3, MO. coost to coast 


ARM 
SLING 


Now Available in Colors! 


The popular DePuy Arm Sling is now 
available in navy blue or dark brown, 
in addition to standard white. New col- 
ors do not show soil, harmonize with 
clothing. Designed to take the weight 
off patient's neck, the DePuy Arm Sling 
gives strong, dependable, comfortable 
support. Very simple to apply. Wash- 
able. In large, medium or child size. No. 
545, $2.00 each, $21.60 per dozen. 


HANDY PADDED FINGER STRIPS 


Handy aluminum strips padded with DePuy Plastic-Foam, which 
can be easily cut to size and formed for finger splints or protectors. 
Gives you properly sized, correctly formed splints when you need 
them. Very light weight, yet affords ample protection. Plastic- 
Foam padding is resilient, assures comfort. Non-toxic, will not 
irritate normal skin. No. 671. %” x 18”, $9.00 per dozen. 1” x 
18”, $10.00 per dozen. 


STANDARD 
OF QUALITY 
SINCE 1895 


WARSAW, INDIANA 
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Compher, Arthur M., from 1237 N. Mission Road, to 1721 
Griffin Ave., Los Angeles 31, Calif. 

Cunicella, Nicholas A., from Grove City, Pa., to West Side Os- 
teopathic Hospital, 1253 W. Market St., York, Pa. 

Davidson, Carl T., from Salem, Mo., to Bismarck, Mo. 

Davidson, Kermit, from 70 W. Main St., to 133 W. Main St., 
Scottsdale, Ariz. 

Deady, Eugene, from 716 W. Washtenaw St., to 518 W. Jefier- 
son St., Lansing 6, Mich. 

Douglass, Everett N., from Vanderbilt, Mich., to Hale, Mich. 

Dubin, H. Mayer, from Downey, Calif., to 4140 City Terrace 
Drive, Los Angeles 63, Calif. 

Dye, Kenneth E., from 626 Webster St., to 1223 Scott St., 
Napoleon, Ohio 

Ellis, Carl Vernon, Jr.. COPS ’57; 424 S. Tyler Ave., El 
Monte, Calif. 

Elston, Daniel P., KCOS ’57; 702 W. Pierson Road, Flint 5, 
Mich. 
Enloe, Garold G., from Farmington, Mo., to Garden City-Ridge- 
wood Hospitals, 30548 Ford Road, Garden City, Mich. 
Eubanks, William J., from 9225 N. Woolsey Court, to 11904 
S. E. Stark, Portland 16, Ore. 

Everett, James E., from 4 W. Dartmouth Road, to 7341 Pros- 
pect Ave., Kansas City 30, Mo. 

Faber, Edward E., from Fall Brook, Calif., to Clarksville, Mo. 

Farrow, Charles D., from Miami, Fla., to 1430 N. E. 102nd 
St., Miami Shores 38, Fla. 

Fender, James L., from North Madison, Ohio, to Boswell, Ind. 

Fischer, John T., Jr., from 12523 Third Ave., ot 4228 Livernois 
Ave., Detroit 10, Mich. 

Flanagan, Gerald P., from 1000 Montgomery St., to 3312 FE. 
Belknap, Box 7035, Fort Worth 11, Texas 

Forrestal, Thomas P., Duncan, Okla., to Box 137, Comanche, 
Okla. 

Fox, Allan R., from Philadelphia, Pa., to 2690 W. Boston Blvd., 
Detroit 6, Mich. 

French, Everett E., from Kansas City, Mo., to 123 Pipeline 
Road, Hurst, Texas 

Fybish, N. Morton, from 37-24 73rd St., to 35-60 74th St., 
Jackson Heights 72, L.I., N.Y. 

Geraghty, Maurice M., from Kansas City, Mo., to 12101 E. 
New 40 Highway, Independence, Mo. 

Gibbs, Robert M., COPS ’57; 2663 Ritchie St., Oakland 5, 
Calif. 

Goldberg, Byron W., from Holt, Mich., to 315 S. Kalamazoo 
St., Paw Paw, Mich. 

Gelden, H. Oscar, KC ’58; 18261 Cherrylawn Ave., Detroit 21, 
Mich. 

Goodman, Walter N., KCOS ’58; Detroit Osteopathic Hospital, 
12523 Third Ave., Detroit 3, Mich. 

Greene, David B., from 5003 Ross Ave., to 1812-C W. Davis, 
Dallas 8, Texas 

Greer, Robert C., III, PCO ’57; Bryson, Texas 


Hamilton, Alfred S., KC ’58; 32 Auburn Ave., Pontiac, Mich. 

Harding, John T., Jr., from Columbus, Ohio, to 2366 Reo 
Drive, San Diego 14, Calif. 

Harris, John V., COPS ’57; 4326 Atlantic Ave., Long Beach 7, 
Calif. 

Hartlein, George M., from Los Angeles, Calif., to 1172 D St. 
San Bernardinc, Calif. 

Hatfield, J. Gordon, from 3200 W. Sixth St., to 1612 Hillhurst 
Ave., Los Angeles 27, Calif. 

Hawes, Charles M., from Kirksville, Mo., to 1711 N. Garrett 
Ave., Dallas 6, Texas 

Herrick, James L., from Tulsa, Okla., to 909 N. Wall, Farm- 
ington, N. Mex. 

Hershman, Ira, KCOS ’58; 23472 Republic, Detroit 37, Mich. 

Hoffman, Linford L. B., from 206 N. Broadway, to Longmere 
Ave., Glen Lake, Pitman, N.J. 

Horne, Carroll V., from South Haven, Mich., to 2115 Fulton 
St., E., Grand Rapids 3, Mich. 

Howard, John M., from Kansas City, Mo., to 5906 \Voodson 
Road, Mission, Kans. 

Hughes, D. W., from 203 Sun Bldg., to 1004 Fort St., Boise, 
Idaho 


Indin, Bert M., from 4616 Agnes Ave., to 4640 Troost Ave., 
Kansas City 10, Mo. 


Journac A.O.A. 
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Isenberg, Seymour, from 4244 Livernois Ave., to Northwest 
General Hospital, 8741 West Chicago, Detroit 4, Mich. 
Ives, Peggy M., from 6609 Rugby Ave., to 7700 Seville Ave., 
Huntington Park, Calif. 

Jackman, Norman, from Columbus, Ohio, to 1909 Tyler St., 
Hollywood, Fla. 

Jackson, Murray H., from 4244 Livernois Ave., to 1601 Clark 
St., Detroit 9, Mich. 

Jacobsen, Robert E., from Folsom, Calif., to 5926 Hazel Ave., 
Orangevale, Calif. 

Jensen, James W., from 2690 Pacific Ave., to 3820 Jotham 
Place, Long Beach 7, Calif. 


Kamenetz, Irvin, COPS °56; 6680 W. Fifth St., Los Angeles 


48, Calif. 

Kaufman, Ronald B., CCO ’57; Detroit Osteopathic Hospital, 
12523 Third Ave., Detroit 3, Mich. 

Keller, Ben F., COPS ’57; 4412 Ivar Ave., Rosemead, Calif. 

Kelly, Donald K., from Van Nuys, Calif., to 805 W. 57th St., 
Los Angeles 37, Calif. 

Kidwell, Neil H., KCOS ’58; Mount Pleasant Hospital & Clinic, 
Mount Pleasant, Texas ; 

Kirifides, Lazarus M., PCO ’57; 2011 Baynard Blvd., Wil- 
mington 2, Del. 

Koss, George William, DMS ’58; Portland Osteopathic Hospi- 
tal, 616 N.W. 18th St., Portland 9, Ore. 

Krag, V. Robert, from 594 Castro St., to 22594 Mission Blvd., 
Hayward, Calif. 

Kramlich, James C., PCO ’57; 114 Main St., Gorham, Maine 

Kuchera, William A., KCOS ’58; Kirksville Osteopathic Hos- 
pital, 800 West Jefferson St., Kirksville, Mo. 

Lalli, Eugene E., from Denver, Colo., to Art Centre Hospital, 
5435 Woodward Ave., Detroit 2, Mich. 

Langford, Robert H., from Chicago, IIl., to 1111 W. Canfield, 
Detroit 1, Mich. 

Langnas, Joseph H., from 15832 Kentucky, to 15855 North- 
lawn, Detroit 38, Mich. 

Lans, Allan M., DMS ’58; 4925 Franklin Ave., Des Moines 10, 
Iowa 

Lasswell, Harold L., from Middleville, Mich., to Flint Osteo- 
pathic Hespital, Inc., 416 W. Fourth Ave., Flint 3, Mich. 

Lawley, George Donald, from Grosse Pointe Woods, Mich., to 
9845 Reeck Road, Allen Park, Mich. 

Lawson, Sidney, from 110 W. 15th St., to 426 Frisco Bldg., 
Joplin, Mo. 

Lee, Etta, from 948 Market St., to 830 Market St., San Fran- 
cisco 2, Calif. 

Lieberman, Leonard, from Los Angeles, Calif., to 1807 Man- 
hattan Beach Blvd., Manhattan Beach, Calif. 

Limanni, Charles, from 507 Woodford St., to 137 Brighton 
Ave., Portland, Maine 

Lombardino, Carl J., from Kansas City, Mo., to 11525 S. 71 
Highway, Hickman Mills, Mo. 

Looper, O. Joe, from Tulsa, Okla., to Hugo Clinic, 105 E. 
Jackson, Hugo, Okla. 

Manning, John E., Jr., CCO ’58; Saginaw Osteopathic Hospi- 
tal, 515 N. Michigan Ave., Saginaw, Mich. 

Margolis, Jerry G., DMS ’58; Pontiac Osteopathic Hospital, 50 
N. Perry, Pontiac, Mich. 

Marino, Nick A., from Cleveland, Ohio, to 28833 Euclid Ave., 
Wickliffe, Ohio 

Matheny, Sam D., from Kansas City, Mo., to 812 Clay St., 
Chillicothe, Mo. 

Maughan, Matthew J., from Dallas, Texas, to 123 Hastings 
St., Irving, Texas 

McClain, David B., from Twinsburg Pharmacy Bldg., to Bissell 
Block, Twinsburg, Ohio 

McClimans, Robert A., from Groves, Texas, to 1504 Berry 
Road, Houston 16, Texas 

McGrady, James P., from Los Angeles, Calif., to 535 E. 231st 
St., Wilmington, Calif. 

McGrath, Thomas T., from Kansas City, Mo., to 1001 Mont- 
gomery St., Fort Worth 7, Texas 

Meloro, Angelo, from Waterford, Pa., to 4923 Wood St., Erie, 
ra, 

Messinger, Irwin Robert, from Frankfort, Ind., to 275 S. Main, 
Zionsville, Ind. 

Meyer, Clayton O., from 912 Liberty Bldg., to 1810 34th St., 
Des Moines 10, Iowa 
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Every $1 sends a 22 Ib. Food 
Crusade package to the world’s 
hungry thru CARE, New York 16 


YOUNG'S 
Z RECTAL 
DILATORS 


FOR RECTAL AND VAGINAL USE 


Rectally For: Gently stretch tight, spas- 
© Spastic Constipation tic, or hypertrophic sphinc- 
© Anal Stricture . . . Prolapse ters. Help train defecation 
©@ Post-hemorrhoidectomy reflex, reduce tonus, induce 
© Post-fistulectomy mild peristalsis. In gradu- 
Vaginally For: ated sizes for progressive 
© Dyspereunia therapy. Infants: In flex- 
© Vaginismus ible rubber. Children and 
© Perineal Repair Adults: In bakelite. 


Send for Literature 
F. E. YOUNG AND COMPANY 
8057 Stony Island Ave., Chicago 17, Ill. 
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Meyer, William A., from Milwaukee, Wis., to 100 W. Osborn 
Road, Phoenix 42, Ariz. 

Miller, M. Louise, from Duncannon, Pa., to 3973 E. Desmond 
Lane, Tucson, Ariz. 

Miller, Paul B., from 1736 Hamilton St., to 31 N. 17th St, 
Allentown, Pa, 

Mitchell, R. B., from Box 322, to 60 Liberty St., Leipsic, Ohio 

Molisky, Albert, from 1300 Main St., to 570 Main St., Follans- 
bee, W. Va. 

Morgan, David, from Independence, Mo., to Box 137, Shady 
Cove, Ore. 

Mullins, Russell Dale, from Austell, Ga., to 160 W. Granada 
Ave., Ormond Beach, Fla. 


Norton, Charles K., from 111 Royal Ave., to 430 N. Washing- 
ton St., Royal Oak, Mich. 


Packer, Arnold Stanley, from 2052 77th St., to 2260 Benson 
Ave., Brooklyn 14, N.Y. 

Panagon, Nicholas S., from Chicago, IIl., to 6625 Pearl Road, 
Parma Heights, Ohio 

Pappas, Arthur George, PCO ’57; Biscayne Osteopathic Hos- 
pital, 6339 Biscayne Blvd., Miami 38, Fla. 

Pardell, Herbert, KCOS ’58; Flint Osteopathic Hospital, 416 
W. Fourth Ave., Flint 3, Mich. 

Park, P. L., from Williamstown, W. Va., to Selby General 
Hospital, 304 Putnam St., Marietta, Ohio 

Patterson, Glenn A., from Braman, Okla., to 4125 S. Peoria 
Ave., Tulsa 5, Okla. 

Patton, Robert W., from Upper Darby, Pa., to 440 E. Aldan 
Ave., Aldan, Pa. 

Patzakis, Nick J., from St. Louis 21, Mo., to Zieger Osteopathic 
Hospital, 4244 Livernois Ave., Detroit 10, Mich. 

Pearson, Ronald W., KCOS ’58; Osteopathic Hospital of 
Maine, 335 Brighton Ave., Portland, Maine 

Pepe, Harry N., PCO ’57; 209 W. Valley Forge Road, King 
of Prussia, Pa. 

Phelps, Robert D., from Philadelphia, Pa., to 120 S. Rolling 
Road, Springfield, Pa. 


Polasky, Hartley, from Detroit, Mich., to 1619A Enfield Road, 
Austin 3, Texas 

Pomerantz, Burton, PCO ’57; Biscayne Osteopathic Hospital, 
6339 Biscayne Blvd., Miami 38, Fla. 

Price, Everette L., from Livermore, Ky., to 7711 Hopi Road, 
Anaheim, Calif. 

Pristou, Walter, from Chicago, Ill., to Brentwood Hospital, 
4110 Warrensville Center Road, Warrensville Heights, Ohio 

Proctor, Howard D., from Inkster, Mich., to 5947 Middlesex, 
Dearborn, Mich. 

Reagan, Walter N., from Los Angeles, Calif., to 122-C Hill 
Place, Anaheim, Calif. 

Riccitelli, A. T., Jr., from Hollywood, Calif., to 10235 Sepulveda 
Blvd., Sepulveda, Calif. 

Richter, Emanuel, from 15045 E. Alondra Blvd., to 15033 E. 
Alondra Blvd., La Mirada, Calif. 

Robb, Leo Joseph, Jr., PCO ’57; 133 N. E. Second Ave., Deer- 
field Beach, Fla. 

Robinson, Walter T., Jr., from Highland Park, Mich., to 6855 
Country Lane, Dearborn, Mich. 

Rogers, Burr M., Jr., from 2465 28th St., S. W., to 48 28th St. 
S. W., Grand Rapids 8, Mich. 

Roulier, Randolph G., CCO ’57; Detroit Osteopathic Hospital, 
12523 Third Ave., Detroit 3, Mich. 

Runnels, Gordon A., from Arbuckle, Calif., to Box 702, Tahoe 
Valley, Calif. 

Sadler, Russell B., from Detroit, Mich., to 1528 Hanover, Lin- 
coln Park, Mich. 

Schirmer, Robert F., from Detroit, Mich., to 163 Humphreys 
Ave., Bayonne, N.J. 

Schissel, Robert, from Flint, Mich., to 2297 Arby Court, Wan- 
tagh, L.I., N.Y. 

Schmidt, John Z., from Deerfield Beach, Florida, to 220 Bryan 
St., Kissimmee, Florida 

Schneiderman, Frank, from Denver, Colo., to 612 W. Jefferson 
St., Kirksville, Mo. 

Schwartz, John P., Jr., from Columbus, Ohio, to Des Moines 
General Hospital, 603 E. 12th St., Des Moines 16, Iowa 


whenever he starts to 


he's ready for 


New vitamin-mineral supplement 
in delicious chocolate-like nuggets 


WHITE LABORATORIES, INC., KENILWORTH, N. J. 
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Each nugget contains: 


Vitamin B-1. 
Vitamin B-2....... 
Vitamin B-6....... 
Vitamin 8-12 Activity... 


JourNaL A.O.A. 
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Vitamin Units® 
Vitamin D...........-....1,000 Units*® 
Vitamin E .2 Unitst 
25mg. 
2.5 mg. 
mg. 
meg. <3 
Calcium Carbonate........125 mg. 
"usr. units tint units 
Dose: One Nugget per day 
Supplicd: Boxes of 30-one 
month's supply 
Boxes of 90—three 
months’ supply or 
family package. 
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Schwartz, M. J., from Muskogee, Okla., to 1915 N. W. 23rd 
St., Oklahoma City 6, Okla. 

Seablom-Carter, Maxine, from 9913 Menaul Blvd., N.E., to 
8246 Menaul Blvd., N.E., Albuquerque, N. Mex. 

Seltzer, Elworth C., from 2300 Pacific Ave., to Long Beach 
Osteopathic Hospital-Magnolia Hospital, 2776 Pacific Ave., 
Long Beach 6, Calif. 

Shaffer, James R., from 614 Euclid Ave., to 5925 S. W. Ninth 
St., Des Moines 15, Iowa 

Shaft, Robert C., from Lansing, Mich., ot 7815 Beard Road, 
Shaftsburg, Mich. 

Shealy, Edward M., from Salt Lake City, Utah, to 4420 Sec- 
ond St., N.W., Albuquerque, N. Mex. 

Shumate, Leon O., from Onaga, Kans., to 2530 W. 13th St., 
Wichita 12, Kans. 

Shumway, Douglas K., from Columbus, Ohio, to 120%4 Main 
St., Middleville, Mich. 

Smeltzer, William E., from Homer, Mich., to 36911 Goddard 
Road, Romulus, Mich. 

Smith, Charles H., Jr., from Liberty, Mo., to 6111 N. Wayne 
Ave., Kansas City 16, Mo. 

Snell, Malcolm E., from 5003 Ross Ave., to 440 Parkhurst 
Drive, Dallas 18, Texas 

Solomon, Frederick, from Lancaster, Pa., to 2472 78th Ave., 
Philadelphia 50, Pa. 

Spence, Robert A., from 409 Lincoln Way, W., to 415 Lincoln 
Way, W., South Bend 1, Ind. 

Springer, Robert E., from Kansas City, Mo., to Box 866, Stan- 
ton, Texas 

Stander, Ronald, KCOS ’57; 589 S. W. 22nd Ave., Miami 35, 
Fla. 

Stanton, Donald F., PCO ’57; 4 West Main St., Canton, Pa. 

Stanton, Rex “J”, COPS ’56; 38559 Malby, Palmdale, Calif. 

Stella, Joseph W., from Allentown, Pa., to 122 Oneawa St., 
Kailua, Oahu, T. H. 

Strinka, Andrew A., from Flint, Mich., to 19180 Raymond St., 
Maple Heights, Cleveland 37, Ohio 

Swart, William M., KC ’58; Phoenix Osteopathic Hospital, 
4004 N. Seventh St., Phoenix 43, Ariz. 

Swenson, Warren H., from 3301 Knorr St., to 3533 Ryan Ave., 
Philadelphia 36, Pa. 

Swope, Thomas K., KCOS ’58; Grandview Hospital, 405 Grand 
Ave., Dayton 5, Ohio 

Taylor, Richard D., from Los Angeles, Calif., to 2139 Placentia 
Ave., Costa Mesa, Calif. 

Terzigni, Bernard J., from 5435 Woodward Ave., to 2069 W. 
Grand Blvd., Detroit 8, Mich. 

Toler, Robert J., from Detroit, Mich., to 2310 N. Harrison, 
Box 1015, Shawnee, Okla. 

Tolly, Warren H., from Temperance, Mich., to 1834 Reynolds 
Road, Toledo 7, Ohio 

Triehy, Herbert E., PCO ’57; Osteopathic Hospital of Maine, 
335 Brighton Ave., Portland, Maine 

Tucker, Harry E., from Chino, Calif., to Chiba University, 
Nakayama’s Surgical Dept., School of Medicine, Chiba, 
Japan. 

Tucker, Wayne L., CCO ’58; Art Centre Hospital, 5435 Wood- 
ward Ave., Detroit 2, Mich. 

Valuck, Richard Paul, from Third & Webster Sts., to 1010 
Second St., Muskegon, Mich. 

Vance, Robert Bliss, KCOS ’58; Bay Osteopathic Hospital, 3C0 
Mulholland St., Bay City, Mich. 

Wagner, William C., PCO ’57; Detroit Osteopathic Hospital, 
12523 Third Ave., Detroit 3, Mich. 

Wank, John H., from Carson City, Mich., to 5828 Gilman St., 
Garden City, Mich. 

Weathers, William Anthony, from Box 156, to Box 164, Lipan, 
Texas 

Weintraub, Jack, from 6832 Valmont St., to 6826 Valmont St., 
Tujunga, Calif. 

Weiss, Paul William, PCO ’57; 4710 Locust St., Philadelphia 
4, Pa. 

Welkowitz, Mortimer L., from Los Angeles, Calif., to 8652 
Garden Grove Blvd., Garden Grove, Calif. 

White, Gerald T., from 165 George St., to 2525 Jefferson Ave., 
Trenton, Mich. 

Willis, Robert L., from Kirksville, Mo., to 125 S. Washington, 
Kahoka, Mo. 
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_— Practical 
mum =6—S-_ Leads To 


Puzzling 
== Diagnoses 


we Walter C. Alvarez, M.D. DSc., 
Emeritus Professor of Medicine, Univer- 

—_ sity of Minnesota (Mayo Foundation) 


— __ Here is a new book designed to save the 

qu physician much time in arriving at the cor- 

rect diagnosis before initiating a course of 

treatment. In it Dr. Alvarez has instilled 

Ate convictions based on his fifty years of prac- 

—_ tice (twenty-five at the Mayo Clinic) and 

= on his analysis of nearly 700 cases of per- 
=== sons having puzzling nervous syndromes. 


In language that is at all times clear and 
colloquial, this book tells the physician how 
a better knowledge of a patient and his 
= _family—gained by the expenditure of a few 
_— extra minutes in getting a more complete 
history—can save him hours, even days and 
weeks of fruitless treatment of organic 
symptoms of basically psychosomatic con- 

itions. 


With the guidance this book affords, the 
diagnostician will find the handling of many 
formerly puzzling cases marvelously simpli- 
fied, and the chances of misdiagnosis re- 
duced. Repeatedly throughout the book 
this statement is corroborated: "The evi- 
dence for heredity is so overwhelming that 
| cannot see how anyone could ek dis- 
regard it as a factor in producing .. . 
nervous illness." 


477 Pages New, 1958 $9.00 


J. B. LIPPINCOTT COMPANY, 


East Washington Square, Philadelphia 5, Pa. 
In Canada: 4865 Western Avenue, Montreal 6, P.O. 


Please enter my order and send me: 
(0 PRACTICAL LEADS TO PUZZLING DIAGNOSES $9.00 
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“No patient failed to improve.” 


pHisoHex washing added to standard 
treatment in acne produced results that 
“ .. far excelled... results with the many 
measures usually advocated.”! 

pHisoHex maintains normal skin pH, 
cleans and degerms better than soap. In 
acne, it removes oil and virtually all skin 
bacteria without scrubbing. 

For best results—-four to six washings a 
day with pHisoHex will keep the acne 
area “surgically” clean. 


1. Hodges, F. T.: GP 14:86, Nov., 1956. 


Sudsing 
nonalkaline 


antibacterial 

detergent— LABORATORIES 
nonirritating, New York 18, N.Y. 
hypoallergenic. 


Contains 3% 
hexachlorophene. 


Wisby, Melvin L.,-from Clare, Mich., to 3728 34th St., Lub- 
bock, Texas 

Witt, Philip A., from 1550 Lincoln St., to 6200 W. Sixth Ave, 
Denver 15, Colo. 

Wong, Richard F., from Oakland, Calif., to 401 E. Market St., 
Stockton 2, Calif. 

Wood, Eugene R., from Kansas City, Mo., to 211 Blue Mound 
Road, Saginaw Park, Saginaw, Texas 

Woodward, Thomas P., from 2515 E. Jefferson Blvd., to 926 
S. Ironwood Drive, South Bend 15, Ind. 

Worth, Leonard V., Jr., from 5024 Cedar Ave., to 245 S. 46th 
St., Philadelphia 39, Pa. 

Wright, Adrian L., from Havana, Fla., to 518 Courtney Drive, 
Tampa 10, Fla. 

Xanthopoulos, James, PCO ’57; 9 S. Main St., Lewistown, Pa. 

Yezbick, Alphonse Albert, from Detroit, Mich., to 2053 Wood- 
row Wilson, Pontiac, Mich. 

Yurkanin, Joseph, from Cleveland, Ohio, to Hubbard at Chapel 
Road, North Madison, Ohio 

Zawol, Leopold T., from 2515 E. Jefferson, to 4118 Western 
Ave., South Bend 19, Ind. 


Applications 
for membership 


CALIFORNIA 
Hamilton, Arthur M., (Renewal) 1515 Hermosa Ave., Hermosa 
Beach 
Cucuiat, Andrew, 354114 S. Flower St., Los Angeles 7 
Daniels, Theresa, (Renewal) 3800 E. First St., Los Angeles 63 
Fowler, Frederick C. H., (Renewal) 104 El Tejon Ave., Oil- 
dale 


FLORIDA 
Swartz, James L., (Renewal) Box 447, High Springs 


KENTUCKY 
Waldemayer, Carl A., (Renewal) Riverside Drive, Butler 


MICHIGAN 
Weiss, Bernard D., 22122 Charles Court, Dearborn 


MISSOURI 
Cunningham, Donald W., (Renewal) Holden Hospital & Clinic, 
Holden 
Don, Horace M., (Renewal) Holden Hospital & Clinic, Holden 
Perkins, I. D., (Renewal) Still-Hildreth Osteopathic Sana- 
torium, Macon 
Simmons, Griffin F., (Renewal) Orrick 


NEW JERSEY 
Fox, Morris D., (Renewal) 416 Broadway, Camden 3 


NEW MEXICO 
Dominguez, J. A., (Renewal) Box 166, Taos 


OHIO 
Garland, Theodore C., Box 212, Springboro, Ohio 


PENNSYLVANIA 
Schiller, Herbert M., 1100 Greenhill Road, Flourtown 
Gordon, Bernard P., (Renewal) 1134 W. Girard Ave., Phila- 
delphia 23 
Szymanski, John A., 1716 W. Hunting Park Ave., Philadelphia 
40 


WEST VIRGINIA 
DeWitt, R. H., (Renewal) 814% Market St., Parkersburg 


Journav A.O.A. 
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Abbott Laboratories, 111 

Aloe, A. S., Co., 136 

American Meat Institute, 58 

American Osteopathic Assn., 74, 96, 131 
Ames Co., 87 

Armour Pharmaceutical Co., 49 
Arnar-Stone Laboratories, Inc., 82 
Ayerst Laboratories, 28-29, 43, 45, 98, 118 


Baker Laboratories, Inc., 50 

Bard-Parker Co., Inc., 116 

Becton, Dickinson & Co., 59 

Birtcher Corporation, 127 

Borden Co., 108 

Bristol Laboratories, Inc., Insert Between 
102-103 

Bristol-Myers Co., Cover IT 

Burdick Corporation, 122 

Burroughs Wellcome & Co., Inc., 33 


CARE, 137 

Carnation Co., 4 

Chatham Pharmaceuticals, Inc., 103 

Chicago Pharmacal Co., 110 

Ciba Pharmaceuticals, Inc., Cover IV, 17, 
66, 82, 112, 141 

Cole Chemical Co., 62 

Colwell Co., 141 


Dartell Laboratories, 8 

De Puy Mfg. Co., Inc., 136 
Desitin Chemical Co., 100 
Doho Chemical Corp., 15 
Dome Chemicals, Inc., 125 
Drew Pharmacal Co., 128 


Eaton Laboratories, 7, 18, 94 
Fleet, C. B., Co., Inc., 26 


Geigy Pharmaceuticals, Insert Between 
16-17 

Gerber Products Co., 65 

Gomco Surgical Mfg. Corp., 14 


Hobart Laboratories, Inc., 90 
Holland-Rantos Co., 48 
Hyland Laboratories, 129 


Irwin, Neisler & Co., 9 


Kinney & Co., Inc., 132 
Kremers-Urban Co., 80 


Lakeside Laboratories, 64 

Lea & Febiger, 84 

Lederle Laboratories, 32 
Leeming, Thomas & Co., Inc., 75 
Lilly, Eli & Co., 72 

Lippincott, J. B., Co., 139 


Maltbie Lab. Div., (Wallace & Tiernan, 
Inc.), 76-77, 101 

Massengill, S. E., Co., Insert Between 
32-33, Insert Between 126-127 
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McNeil Laboratories, Inc., 63, 85, 99 
Mead Johnson & Co., 10 
Mutual Benefit Life Insurance Co., 71 


National Drug Co., 25 
New York Pharmacal Co., 113 
Nordson Pharmaceutical Labs., Inc., 20-21 


Organon, Inc., 73 
Ortho Pharmaceutical Corp., 97 


Parke, Davis & Co., 31, 60-61, 107 
Pasadena Research Labs., Inc., 56 
Pelton & Crane Co., 133 

Pet Milk Co., 142 

Pfizer, Chas., & Co., Inc., 38-39 
Pitman-Moore Co., 134-135 
Professional Printing Co., 124 


Reed & Carnrick, 24 

Riker Laboratories, Inc., Cover IIT, 12 
Robins, A. H., Co., 119 

Roche Laboratories, 6, 104 

Roerig, J. B., & Co., 46 

Rorer, William H., Inc., 117 


Sandoz Pharmaceuticals, 88 
Saunders, W. B., Co., Cover I, 112 
Schenlabs Pharmaceuticals, Inc., 55 
Schering Corp., 3, 81, 83, 105 
Schmid, Julius, Inc., 102, 126 
Searle, G. D., & Co., 5 
Sherman Laboratories, 130 
Shield Laboratories, 70 
Smith-Dorsey, 36-37, 51, 114-115 
Smith, Kline & French Labs., 57, 68-69, 
93 
Squibb, E. R., & Sons, 44, 78 
Standard Laboratories, Inc., 40-41 
Stuart Co., 52-53, 86, 95 
Supp-Hose, Inc., 30 


Taylor Instrument Co., 113 
Tutag, S. J., & Co., 92 


U. S. Vitamin Corp., 120-121 
Upjohn Co., Insert Between 48-49 


Vitaminerals, Inc., 22 


Wallace Laboratories, 11, 89 

Wampole, Henry K., & Co., Inc., 123 

Warner-Chilcott Laboratories Div., 1, 16, 
19, 47, 67 

Welch Allyn, Inc., 79 

White Laboratories, Inc., 13, 23, 34-35, 
91, 106, 138 

Winthrop Laboratories, 54, 140 

Wocher, Max & Son, Co., 84 

Wyeth Laboratories, 27, 42, 109 


Young, F. E., & Co., 137 


For older patients: 
mental 
awakener.’™ 


clinical investigators 
report ‘ 
benefits and safety of 


© syarochloride 
| in (methyiphenidate 
hydrochloride CIBA) 
see page 


"Ferguson, J. T.: J. Am. Geri- 
atrics Soc. 4:1080 (Nov.) 1956. 


C IBA summit. 


2/2597™6 


FOR NEXT year's SCHEDULING 


Cobuelly 
DAILY LOG 


The Daily Log for Physicians is a common- 
sense bookkeeping system that requires no 
special training ~~ yet stops “‘profit-leaks”’ 
and protects against tax troubles. Fully 
dated -— looseleaf —— inexpensive. A 
standard record keeping system of the 
profession since 1927. Satitfaction guar- 
anteed. 
Regular Edition -- one 36 line page a 
day, one volume, dated for calendar year 
1959 — $7.75. Double Log Edition — 
two facing pages of 36 lines for each day, 
two volumes, dated for calendar year 
1959, per set —- $13.50. 

ORDER DIRECT OR WRITE FOR 

MORE COMPLETE INFORMATION 


THE COLWELL COMPANY 
265 University Ave., Champaign, Ill. 
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MILKY WAY WITH 
5O MILLION STARS 


Tanks to the medical profession, the evaporated milk 


way of bottle feeding has proved the successful way for 
50 million babies. 


And only a formula base which respects the judgment of 
the individual physician could have achieved such success. 


Here is the flexibility which permits the physician to 
tailor the formula to the individual baby . . . in 
carbohydrate content and by dilution of the milk to the 
exact strength desired. 


Here is adjustability which permits easy formula changes 
when required. 


Here is the higher level of protein recommended when 
cows’ milk is fed to babies. 


EVAPORATED 


Here is maximum nourishment, sterility, added vitamin 
D in required amount, all at minimum cost to parents. 


Here is the formula base proved successful by clinical 
experience—50 million times. 


PET EVAPORATED MILK 


PET MILK COMPANY *ARCADE BUILDING «ST.LOUIS I,MISSOURI 
142 Journat A.O.A. 


izoic acid salt of 2-d 


The effects of ‘Deaner’ are unlike those of other 
energizers. After coming on gradually, effects are 
prolonged...free from hyperirritability, jitteri- 
ness or emotional tension...free from excessive 
motor activity ...free from loss of appetite... free 
from elevation of blood pressure or heart rate 
...free from sudden letdown on discontinuance 
of therapy. 


‘Deaner’a totally New Molecule 


has proved to be of value in the alleviation of a wide 
variety of emotional disturbances.! It is indicated in 


e chronic fatigue states 
e mild depression 

e chronic headache 

® migraine 

neurasthenia 


e behavior problems and 
learning defects in children 


“Deaner' produces greater daytime energy, 
better ability to concentrate, and a more 

_ affable mood.? It promotes sounder sleep.? 
In children it enhances adaptability and 
lengthens attention span.® 


Another (Riker First 
NORTHRIDGE, 


CALIFORNIA 
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Tulsa physicians find 2 special advantages 


in prescribing Serpasil® for hypertension 


Two characteristics of Serpasil influence 
physicians in Tulsa, Oklahoma, when they 
prescribe Serpasil for hypertension: 


1. The rather pronounced central effect of 
Serpasil calms patients whose hypertension 
is associated with frank anxiety or tension. 


2. The heart-slowing action of Serpasil re- 
lieves the tachycardia that so often accom- 
panies high blood pressure. 


Evidence of these advantages of Serpasil is 
found in reports from 450 physicians in the 
U.S. (part of an objective international sur- 
vey* conducted by CIBA). Reports of 871 


patients treated for hypertension with anxi- 
ety-tension show excellent or good overall 
response in 74 per cent. Reports of 261 
patients with tachycardia show excellent or 
good response in 80 per cent. 


When tachycardia or marked anxiety-ten- 
sion are a part of the hypertensive picture, 
Serpasil can help your patient in more ways 
than one. 


SERPASIL® (reserpine CIBA) Cc I B A SUMMIT, N. J. 


*Complete information about the results of 
this survey will be sent on request. 2/2606m0 
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